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ABSTRACT
This research examines the relationship between the 
intentionality of first pregnancy and life events and 
difficulties, self esteem and other factors in a group of 
women of all ages. The differing views of earlier authors on 
the subject are presented in an introductory section, and used 
to build up a model and hypotheses.
The model suggests that certain events will precede unplanned 
pregnancy; in short the sort of events which underline the 
insecurity of a woman's life. Further it suggests that these 
women will suffer from lower self esteem and be involved in 
much more negative partnerships.
These hypotheses were tested and results provided some support 
for the idea that women with unplanned pregnancies have 
undergone more security reducing events and difficulties. 
There was no evidence that these women had lower self esteem 
than others. The hypothesis about the negative partnerships 
of women with unplanned pregnancies was strongly supported. 
In contrast, women with planned pregnancies were found to have 
undergone fewer life events of any kind and to have 
consistently more positive partnerships. A new group was 
isolated for analysis: women with semi-planned pregnancies. 
This group was found to resemble women with planned 
pregnancies in some ways, and women with 'true unplanned'
( i i )
pregnancies in other ways, making for some interesting 
comparisons.
The findings of this study were used to refine the initial 
model to account for four different possible pathways: true 
unplanned pregnancy, semi-planned pregnancy, planned pregnancy 
or no pregnancy.
( i i i )
ACKNOWLEDGEMENTS
A great deal of thanks is due to the following for their help 
in conducting and preparing this research: Liz Campbell,
Tirril Harris, Chris Fife Shaw, The Staff of the Kentish Town 
Health Centre, The Community Midwives of University College 
Hospital and the 128 women who agreed to take part.
The research was funded by the ESRC.
DEDICATION
The study is dedicated to Sonia Jacques, without whose 
unplanned pregnancy it never would have taken place.
( i v )
INTRODUCTION .........................................  1
1. OUTLINING THE P R O B L E M ............................ 1
2. APPROACHES TO THE P R O B L E M : .......................  8
2.1. PSYCHOANALYTIC VIEWS OF PREGNANCY................  8
2.2. RESEARCH ON CONTRACEPTIVE USE IN TEENAGERS AND
A D U L T S .............................................  20
2.3. RESEARCH ON UNPLANNED PREGNANCY IN TEENAGERS
AND A D U L T S .........................................  49
2.4. RESEARCH ON LIFE STRESS & P R E G N A N C Y ............ 76
2.5. A ROLE FOR FECUNDITY .  .........................  86
2.6. MENTAL & PHYSICAL ILLNESS AND LIFE EVENTS AND
DIFFICULTIES ....................................... 98
2.7. THE ROLE OF SELF E S T E E M .........................  116
2.8. LACK OF CARE AND PRE-MARITAL
P R E G N A N C Y ........................... 118
3. IMPORTANT POINTS FROM THE LITERATURE............... 121
4. M O D E L ..............................................  123
5. HYPOTHESES.........................................  127
METHOD ..................................................  132
6. M E A S U R E S ............................................ 132
6.1. MEASURES OF LIFE EVENTS & DIFFICULTIES.............132
6.2. SELF ESTEEM AND SOCIAL S U P P O R T ................... 138
6.3. DEMOGRAPHIC MEASURES ..............................  140
6.4. OTHER M E A S U R E S ....................... ............. 14 3
6.5. RECORD OF PSYCHOLOGICAL PROBLEMS ................  150
7. SAMPLE Sc D E S I G N ................................... 152
8. P R O C E D U R E .........................................  157
(V)
R E S U L T S ............................................... .. . 161
9. DESCRIPTION OF THE OVERALL S A M P L E ........... 161
10. DEMOGRAPHIC V A R I A B L E S ........................  164
10.1. AGE .  ............................................ 164
10.2. SOCIAL C L A S S ....................................  166
10.3. EDUCATION VARIABLES ..............................  167
11. LIFE EVENTS, DIFFICULTIES & PREGNANCY .......... 170
11.1. LOSS EVENTS & EVENTS THAT THREATEN SECURITY . . 170
11.2. RE-EVALUATION EVENTS & INCIDENTS ................  190
11.3. CHALLENGE EVENTS  ................................  200
11.4. DIFFICULTIES RELATING TO A LACK OF SECURITY . . 207
11.5. DIFFICULTIES LEADING TO RE-EVALUATION .......... 218
11.6. FERTILITY & THE ENDING OF DIFFICULTIES........221
11.7. OTHER MEASURES RELATING TO SECURITY ............  226
11.8. SUMMARY OF FINDINGS REGARDING THE FIRST
HYPOTHESIS...................................... 239
12. SELF ESTEEM, COMMITMENT TO ARENAS, MASTERY &
PREGNANCY - THE SECOND & THIRD HYPOTHESES . . .  241
12.1. SELF E S T E E M ....................................  241
12.2. COMMITMENT TO ARENAS PRIOR TO PREGNANCY . . . .  249
12.4. INCREASED MASTERY & THE THIRD HYPOTHESIS . . . .  258
12.5. C O N C L U S I O N S .............................. 260
13. PARTNERSHIP & PREGNANCY - THE FOURTH HYPOTHESIS 261
13.1. CONFIDING IN P A R T N E R .........................   263
13.2. UNDEPENDABILITY OF PARTNER .......................  266
13.3. PARTNER'S EMOTIONAL SUPPORT .....................  272
13.4. QUALITY OF PARTNERSHIP - POSITIVE & NEGATIVE . . 275
13.5. COMMITMENT TO PARTNERSHIPS .......................  279
13.6. DEPENDENCY ON PARTNERSHIP AND SEXUAL MEASURES . 281
(Vi)
13.7. OVERALL QUALITY OF PARTNERSHIP ...................  283
13.8. CONCLUSIONS .  ................................... 286
13.9. INTERACTION OF PARTNERSHIP VARIABLES AND SEVERE
LIFE E V E N T S ....................................... 287
14. CONTRACEPTIVE RISK TAKING - THE SIXTH & SEVENTH
HYPOTHESES .........................................  291
14.1. THE RISK TAKING V A R I A B L E S .......................  291
14.2. TOTAL RISK T A K I N G ................................  298
14.3. OTHER MEASURES RELATED TO CONTRACEPTIVE RISK
T A K I N G .............................................  303
14.4. CHOSEN METHOD OF CONTRACEPTION ...................  304
14.5. FATALISM AND RISK T A K I N G .......................... 312
14.6. INTERACTION OF LIFE EVENTS AND RISK TAKING . . . 316
J
14.7. RISK TAKING: VULNERABILITY OR MEDIATION? . . . .  320
14.8. CONCLUSIONS  .....................................  322
15. THE ROLE OF PSYCHOLOGICAL PROBLEMS - HYPOTHESIS
a ..................................................  324
15.1. ONSET OF PSYCHOLOGICAL PROBLEMS PRIOR TO
P R E G N A N C Y .........................................  326
15.2. SEVERITY OF PSYCHOLOGICAL PROBLEMS ..............  329
15.3. DURATION OF PSYCHOLOGICAL PROBLEMS  ............  332
15.4. PSYCHOLOGICAL PROBLEMS & OTHER MEASURES . . . .  332
15.5. THE INTERACTION OF LIFE EVENTS AND PSYCHOLOGICAL
RECORD . . . . .  ..................................  333
15.6. C O N C L U S I O N S .......................................  335
16. INFLUENCE OF FAMILY OF ORIGIN - HYPOTHESES 9 &
1 0 ..................................................  336
16.1. LOSS OF MOTHER, FATHER OR B O T H ................... 337
16.2. CHILDHOOD VULNERABILITY .......................... 339
16.3. PROBLEMS IN C H I L D H O O D ............................ 340
16.4. INFLUENCE OF OWN MOTHER'S FIRST PREGNANCY . . .  341
( v i i )
16.5. C O N C L U S I O N S .......................................  345
17. PREDICTING PREGNANCY STATUS .....................  355
17.1. ALL PREGNANT WOMEN VERSUS THE COMPARISON GROUP . 355
17.2. TRUE UNPLANNED PREGNANCY VERSUS ALL OTHERS . . .  359
17.3. UNPLANNED PREGNANCY OVERALL VERSUS ALL OTHERS . 364
17.4. PLANNED PREGNANCY VERSUS ALL OTHERS ............  366
17.5. PLANNED VERSUS UNPLANNED PREGNANCIES ............  370
17.6. PREDICTING A FERTILITY DIFFICULTY ..............  373
18. CONFIGÜRAL FREQUENCY ANALYSIS ................... 377
18.1. CFA FOR THE PREGNANCY STATUS G R O U P S ............  378
18.2. CFA FOR FERTILITY DIFFICULTIES  ............  382
18.3. C O N C L U S I O N S .......................................  383
D I S C U S S I O N .............................................  384
19. A RE-EXAMINATION OF THE M O D E L ................... 384
19.1. PATHWAY ONE: AN UNPLANNED P R E G N A N C Y ............  385
19.2. SECOND PATHWAY : A PLANNED P R E G N A N C Y ............  392
19.3. PATHWAY THREE: NO PREGNANCY .....................  397
19.4. PATHWAY FOUR: FERTILITY PROBLEMS ................  399
19.5. THE ROLE OF P A R T N E R S H I P .........................  402
19.6. SECONDARY GAIN: THE KEY TO UNPLANNED
P R E G N A N C Y ....................   405
19.7. THE ROLE OF PSYCHOLOGICAL P R O B L E M S ................. 408
19.8. DEMOGRAPHIC HYPOTHESES: THE ROLE OF AGE . . . .  409
19.9. FATALISM, SOCIAL CLASS AND RISK T A K I N G ............ 412
20. SEMI-PLANNED PREGNANCIES .........................  413
21. A REVISED M O D E L ..................................  416
22. LIMITATIONS OF THE CURRENT S T U D Y ................  417
23. FURTHER RECOMMENDATIONS & IMPLICATIONS .........  420
( v i i i )
BIBLIOGRAPHY .........................................  423
APPENDIX A ................................................ 447
APPENDIX B ....................................  462
APPENDIX C ................................................ 468
APPENDIX D ...............................................   472
APPENDIX E ................................................ 474
APPENDIX F ................................................ 475
APPENDIX G ................................................ 477
APPENDIX H ..................  489
APPENDIX I ................................................ 496
( i x )
LIST OF FIGURES/ TABLES
FIG 1. FACTORS ASSOCIATED WITH CONTRACEPTIVE USE/
NON-USE IN FEMALE SAMPLES
FIG 2. FACTORS ASSOCIATED WITH UNMARRIED/TEENAGE
MOTHERHOOD
FIG 3. MODEL FOR LIFE EVENTS AND PREGNANCY
TABLE 1. Characteristics of the sample groups
TABLE 2. Pregnancy status by age of participant
TABLE 3. Pregnancy status by stage at which education
ceased
TABLE 4. Pregnancy status by the overall number of
events
TABLE 5. Pregnancy status by the total number of
severe events
TABLE 5a. Pregnancy status by total number of severe 
events comparing the women with unplanned 
pregnancies to all others 
TABLE 5b. Women in the pregnancy groups divided by age
to compare levels of severe events 
TABLE 6. Pregnancy status by the presence of at least
one severe event in the 14 days before
conception
TABLE 7. Pregnancy status by the presence of at least
one severe event in the 30 days before
conception
TABLE 8. Pregnancy status by presence of at least one
event rated high on loss in the year period
TABLE 9. Pregnancy status by presence of at least one
event which scored high on danger in the 
year period
TABLE 10. Pregnancy status by total number of
relationship events 
TABLE 11. Pregnancy status by presence of at least
one negative partnership event 
TABLE 12. Pregnancy status by severe events in any
relationship other than partnership 
TABLE 13. Pregnancy status by overall number of
motherhood events in the year period 
TABLE 14. Pregnancy status by overall number of
'settling-down' events (motherhood & 
commitment events) in the year period 
TABLE 14a. Pregnancy status by presence or absence of 
at least one 'settling-down' event: true 
unplanned and semi-planned groups versus 
all others
TABLE 15. Pregnancy status by the presence of a
commitment event in the study period
TABLE 16. Pregnancy status by COHORTl (presence of at
least one pregnancy or birth event to
others)
28
55
123
163
164
168
171
173
173
178
180
181
183
185
186 
187 
189 
191
193
194
195
197
(X)
TABLE 17. Pregnancy status by COHORTl + C0H0RT2 (all 
motherhood and marriage or engagement 
events to significant others) 198
TABLE 18. Pregnancy status by COHORTS (Motherhood
incidents) 199
TABLE 19. Pregnancy status by duration of unprotected
sex in months 202
TABLE 20. Duration of unprotected sex by contraceptive
risk taking (high and low) 203
TABLE 21. Pregnancy status by total number of severe
difficulties 208
TABLE 22. Pregnancy status by total number of severe
difficulties lasting 1 year or longer 209
TABLE 23. Pregnancy status by total number of severe
difficulties lasting 6 months or more 210
TABLE 24. Pregnancy status by presence or absence of
severe partnership difficulties 211
TABLE 25. Pregnancy status by number of severe
relationship difficulties 213
TABLE 26. Pregnancy status by presence or absence of
severe work difficulties of partner 217
TABLE 26a. Pregnancy status by presence or absence of 
severe work difficulties to partner: 
semi-planned versus all others 217
TABLE 27. Pregnancy status by presence or absence of
non severe work difficulties 218
TABLE 28. Pregnancy status by number of non severe
partnership difficulties 220
TABLE 29. Pregnancy status by presence or absence of 
the end of a difficulty within the 6 
months before pregnancy 222
TABLE 30. Pregnancy status by total pre-pregnancy
security enhancing factors of life 227
TABLE 31. Pregnancy status by total pre-pregnancy
security diminishing factors of life 228
TABLE 32. Pregnancy status by the security enhancing
characteristics of motherhood 231
TABLE 33. Pregnancy status by the security diminishing
characteristics of motherhood 231
TABLE 34. Pregnancy status by the presence of
potential for secondary gain 23 3
TABLE 35. Pregnancy status groups shown for the number
of severe events by levels of secondary gain 237
TABLE 36. Pregnancy status by self acceptance prior to
pregnancy: 242
TABLE 37. Pregnancy status by positive self definition
prior to pregnancy 24 3
TABLE 38. Pregnancy status by negative self definition
prior to pregnancy 24 3
TABLE 39. Pregnancy status by the numbers of women
with NES 245
TABLE 40. Negative evaluation of self by secondary
gain 248
TABLE 41. Pregnancy status by commitment to work 250
TABLE 42. Pregnancy status by commitment to external
relationships before pregnancy 252
( x i )
TABLE 43. 
TABLE 44. 
TABLE 45. 
TABLE 46. 
TABLE 47. 
TABLE 48. 
TABLE 49. 
TABLE 49a. 
TABLE 50. 
TABLE 51. 
TABLE 51a. 
TABLE 52.
TABLE 52a.
TABLE 53.
TABLE 54.
TABLE 5 3a.
TABLE 54a.
TABLE 55. 
TABLE 55a. 
TABLE 56. 
TABLE 57.
TABLE 58.
TABLE 59. 
TABLE 60.
Pregnancy status by social isolation prior 
to pregnancy 25 3
Pregnancy status by commitment to external 
arenas before pregnancy 254
Pregnancy status by having at least one 
'close confiding' relationship 256
Pregnancy status by the presence or absence 
of a 'close confiding' partnership 257
Pregnancy status by level of increased 
mastery since pregnancy 259
Characteristics of Partnerships in the 
different pregnancy status groups 262
Pregnancy status by level of confiding in 
partner before pregnancy 264
Pregnancy status by level of confiding in 
partner before pregnancy 265
Pregnancy status by level of undependability 
of partner prior to pregnancy 267
Pregnancy status by level of current 
undependability of partner 268
Pregnancy status by level of current 
undependability of partner: 269
Pregnancy status by perceived level of 
emotional support from the partner prior to 
pregnancy 27 3
Pregnancy status by perceived level of 
emotional support from the partner prior to 
pregnancy 274
Pregnancy status by the level of positive 
qualities of the partnership prior to 
pregnancy 275
Pregnancy status by level of negative 
qualities of the partnership prior to 
pregnancy 276
Pregnancy status by the level of positive 
qualities of the partnership prior to 
pregnancy 277
Pregnancy status by level of negative 
qualities of the partnership prior to 
pregnancy 277
Pregnancy status by level of pre-pregnancy 
commitment to partnership 280
Pregnancy status by level of pre-pregnancy 
commitment to partnership 280
Pregnancy status by the level of dependency 
on partner prior to pregnancy 282
Pregnancy status by overall rating of 
quality of partnership throughout the year of 
study 285
Pregnancy status groups by overall number of 
severe events and quality of partnership 
overall 288
Pregnancy status by pre-pregnancy level of 
risk taking 292
Pregnancy status by frequency of risk taking 
in past few years 294
( x i i )
TABLE 61.
TABLE 62.
TABLE 63.
TABLE 64.
TABLE 65.
TABLE 66.
TABLE 67.
TABLE 6 8.
TABLE 69.
TABLE 70.
TABLE 71.
TABLE 72.
TABLE 73.
TABLE 74.
TABLE 75.
TABLE 76.
TABLE 77.
TABLE 78.
TABLE 78a
TABLE 79.
TABLE 80.
TABLE 81.
TABLE 82.
TABLE 83.
TABLE 84.
Pregnancy status by risk taking in previous 
partnerships
Pregnancy status by reasons given for pre­
pregnancy risk taking
Pregnancy status by total overall risk 
taking
Total risk taking by negative qualities of 
relationship prior to pregnancy 
Pregnancy status by level of antipathy to 
contraception
Pregnancy status by last method of 
contraception used prior to pregnancy 
Pregnancy status by penultimate method of 
contraception used
Pregnancy status by reasons given for a 
change in method of contraception 
Pregnancy status by previous pregnancies 
Pregnancy status groups with fatalism by 
level of risk taking
T-test results for a comparison of women 
scoring high and low on fatalism by 
social class
T-test results for a comparison of women 
scoring high and low on contraceptive 
risk taking by social class 
Overall level of risk taking by having 
undergone high or low levels of severe events 
in the study period.
Pregnancy status groups by total number of 
severe events and overall contraceptive risk 
taking
Recent risk taking by frequency of risk 
taking over the last few years for women 
with different numbers of events 
Frequency of psychological problems in the 
study group
Pregnancy status by the lifetime presence or 
absence of psychological problems 
Pregnancy status by onset within 1 year of 
conception
Pregnancy status by onset within 1 year of 
conception
Pregnancy status by psychological record: 
severity at its highest point during 
lifetime
Total number of severe events by presence 
of psychological record, by pregnancy status 
Pregnancy status by loss of mother by death 
or separation in childhood
Pregnancy status by loss of father by death 
or separation in childhood
Pregnancy status by loss of both parents in 
childhood
Pregnancy status by measures of childhood 
vulnerability
295
297
300
302
303
305
307
309
311
314
315
316
317
318
321
325
325
327
328
329
334
337
338
338
339
( x i i i )
TABLE 85. 
TABLE 86. 
TABLE 87.
TABLE 88. 
TABLE 89. 
TABLE 90. 
TABLE 91. 
TABLE 92. 
TABLE 93. 
TABLE 94. 
TABLE 95. 
TABLE 96. 
TABLE 97. 
TABLE 98. 
TABLE 99. 
TABLE 100
TABLE 101
TABLE 102
TABLE 103
TABLE 104
FIG 4.
Pregnancy status by measures of various 
problems in childhood 
Pre-marital pregnancy by mother's 
pre-marital pregnancy
Age of pregnant participant by the age at 
which her mother first married or had a 
child out of wedlock
Age of participant by the number of siblings 
in the family of origin
Model (1) for pregnant versus non-pregnant
women
Model
women
Model
women
Model
(2) for pregnant versus non-pregnant
(3) for pregnant versus non-pregnant
(1 ) for true unplanned pregnancies 
versus all other women
Model (2) for women with true unplanned
pregnancies versus all other women
Model (3) for women with true unplanned
pregnancies versus all other women
Model (1) for women with 'unplanned'
pregnancies versus all other women
Model (2) for women with 'unplanned'
pregnancies versus all other women
Model (1) for women with planned pregnancies
versus all others
Model (2) for women with planned pregnancies 
versus all others
Model (3) for women with planned pregnancies
versus all other women
Model (1) for women with 'unplanned'
pregnancies versus women with planned
pregnancies
Model (2) for women with 'unplanned' 
pregnancies versus women with planned 
pregnancies
Model (1) for women with 6 months or more of 
unprotected sex before conception versus all 
others
Model (2) for women with 6 months or more of 
unprotected sex before conception versus all 
others
Model (3) for women with 6 months or more of 
unprotected sex before conception versus all 
others :
MODEL FOR THE TIMING OF PREGNANCY
341
342
343
344 
356
358
359
360
362
363
364
365
367
368
369
371
372
373
375
375
416
INTRODUCTION
1. OUTLINING THE PROBLEM
The birth of her first child is one of the major life 
transitions that a woman undergoes; sometimes viewed as the 
very proof of her maturity. An idealised view of this might 
be to imagine it following on from a clear decision; almost 
like buying your first home or beginning work for the first 
time. This would imply that at a particular stage of life a 
woman allows herself to become pregnant by choice and ceases 
using contraception (if she has done so before) in order to 
have a child.
This idealised view might envisage the possibility of 
contraceptive failure - that the method of contraception 
should fail to be effective because of some fault in its 
design or operation - but would tend to see it as something 
that happens rarely, and purely as a result of bad luck. In 
the case where a woman denies having chosen to become 
pregnant, but there has been no contraceptive failure, it is 
assumed that she is either lying (for whatever motive) or was 
so ill informed that she was unable to utilise contraception 
effectively. In the case where she fails to become pregnant, 
her infertility is seen as a result of a recognisable organic 
or sexual problem, or even of a conscious choice.
This idealised view of the timing of first pregnancy seeks to 
avoid any kind of psychological explanation for why women 
choose to become pregnant when they do. However, if this view 
was ever widely held by people in the medical community, it is 
not now. More and more the timing of pregnancy or the 
occurrence of infertility are being examined using 
psychological concepts. In the case of infertility, 
particularly when there is no sign of an organic 'reason' for 
a failure to conceive, psychological explanations abound 
(Freud, Deutsch, and many others discussed in the sections 
below) . In the case of unplanned pregnancy, the body of 
research seeking psychological correlates with unplanned, 
teenage or pre-marital pregnancy is growing yearly.
This thesis will continue this second trend in examining the 
relationship between the intentionality of pregnancy and life 
stress. Rather than viewing an 'unplanned' pregnancy as one 
in which a woman actually made a choice to become pregnant 
which she has later denied, it will argue that the timing of 
pregnancy, whether planned or not, is directly affected by the 
circumstances a woman finds herself in just prior to her 
becoming pregnant.
THE CONCEPT OF UNPLANNED PREGNANCY
The key distinguishing variable between the different women in 
the current sample was the intentionality of their pregnancy. 
Much previous work has used concepts like 'unplanned
pregnancy' as if they were interchangeable with very different 
concepts: 'unwed motherhood', 'unwanted pregnancy', 'teenage
pregnancy', 'premarital pregnancy'. This lack of conceptual 
clarity has made any discussion of this field of research, let 
alone comparison between studies, very difficult. In the 
current study, each woman was directly asked whether she had 
planned her pregnancy and her answer was the crucial factor in 
determining which of the comparative groups she was assigned 
to. A planned pregnancy was one in which the woman herself 
said. she had intended to become pregnant at the moment of 
conception, or had made that decision in the past and not 
revoked it. In this way 'planning' and 'intentionality' were 
seen as synonymous.
Woman who responded that they had not intended to become 
pregnant were rated as having an 'unplanned' pregnancy. In 
the grey area which fell between these two groups; women not 
actively planning to get pregnant but indifferent about 
whether they became pregnant or not, a rating of 'unplanned' 
was initially made although these women were later analyzed 
separately from the true unplanned pregnancy group.
It is important to note the distinction between an 'unwanted' 
pregnancy and an 'unplanned' pregnancy (Miller 1974). There 
may be many reasons for wanting a child, conscious or 
unconscious motivations for having a child (or just having a 
pregnancy), but without any intention or plan to do so. In 
making ratings in this research no account was taken of
whether the pregnancy was wanted or not in rating whether it 
was planned, and motivations for pregnancy or attitudes
towards pregnancy were treated as separate from intentionality 
to become pregnant.
LIFE STRESS & UNPLANNED PREGNANCY
The current study used a measure of life stress to assess the 
situation during the year before conception in a sample of 85 
primiparae. It was hypothesised that the types and
intensities of the stressors measured would be associated with 
whether a pregnancy was planned or unplanned. There are three 
possible pathways which might causally link life stress to 
pregnancy :
1. First, a significant life event or severe difficulty
might make a woman decide to get pregnant. In this case 
a woman deliberately ceases using or fails to use
contraception, knowing, often hoping, that she might
become pregnant.
2. Second, stressors might make people unconsciously want to
get pregnant - a favourite theory of the psychodynamic
mainstream. In this case a woman might become more
careless with contraception, taking increased risks,
though without consciously recognising that this is what 
she is doing. In this case, the realisation that she is 
pregnant, might lead to severe conflict in the woman
concerned. In this case the pregnancy will be described 
as unplanned.
3. Third, life stressors might somehow affect fertility, so 
that after certain events a woman becomes biologically 
more likely to become pregnant even if she takes no more 
contraceptive risks than usual. This third pathway, 
though fascinating and ill-explored, is not something 
that can be investigated directly by the following 
research.
Examining these three possible processes, it is clear that 
they are not mutually exclusive: the third may interact in 
some cases with either the first or second. The third 
pathway: variations in biological fertility (fecundity) in 
response to stress, is not directly probed in this research. 
There is, however, a discussion of the role that stressors 
and social factors might play in fecundity supported by 
various areas of study: infertility, menstrual synchrony and 
reproductive suppression in certain animals (see section 1.5).
That life stressors should be relevant in explaining planned 
pregnancy is borne out in the literature. For example 
Greenberg et al (1959) include various case studies of unwed 
mothers and mention that in one case a woman planned her 
pregnancy in order to force her boyfriend into marrying her, 
in the context of the death of her father twelve months 
before. In another case mentioned in the same study a couple
planned a pregnancy in order to force parental approval of 
their relationship; ie. within the context of a severe 
interpersonal difficulty for the woman with her partner's 
family, and the threat of a separation from him.
It is, however, more often the case that unwed or teenage 
mothers do not report their pregnancies as planned. This 
gives rise to an important question: are the pregnancies then 
the result of pure accident, or the result of unconscious 
motivation? The psychodynamic mainstream, beginning with 
Deutsch (1945), have tended to answer in favour of unconscious 
motivating factors.
This view has trickled down to 'common sense' views of the 
reasons for unplanned pregnancy. Each of us can probably 
recount a story of someone who became pregnant in very adverse 
circumstances and claimed it was an accident. The 'common 
sense' view in this situation, is often similar to that taken 
by researchers, albeit less formally. Motivating factors are 
invoked to explain the pregnancy; sometimes conscious and 
deliberate - a woman getting pregnant deliberately to trap her 
partner into a commitment - and sometimes unconscious - a 
lonely girl who needed something to love.
Many investigators have offered theories of which life 
stressors might be unconscious motivations for pregnancy 
(Young 1954; Greenberg 1959; Lehfeldt 1959; Kane et al 1973; 
Englestein et al 1979). These theories and supporting
research are discussed below. Other investigators have 
suggested that more diffuse unconscious motivation plays a 
role though not necessarily in conjunction with a life 
stressor (Sandberg & Jacobs 1971; Raphael 1972; Ortof 1979). 
This is, of course, the classic psychoanalytic view of 
pregnancy, which is discussed below.
Anecdotal evidence of the timing of unplanned pregnancy 
indicates that there seems to be a pattern in women becoming 
pregnant 'accidentally' at times of great stress, particularly 
when their relationships with their partners are threatened. 
The relationship might be in the throws of breaking up, a 
situation the female partner is resistant to, or she might be 
about to embark on world travel for a period of months leaving 
behind the partner with whom she is heavily involved. Other 
anecdotal evidence suggests a particular vulnerability to 
unplanned pregnancy in women who have recently emerged from 
other relationships in which they were heavily involved. They 
appear to become pregnant within the first few months of a new 
relationship; as though bringing with them some kind of 
emotional baggage from the first relationship.
Given the dearth of adequately controlled research in this 
area and the wealth of anecdotal reports, this study was 
designed to examine the relationship between life stress, 
pregnancy and possible mediating factors.
APPROACHES TO THE PROBLEM:
2.1. PSYCHOANALYTIC VIEWS OF PREGNANCY
As stated above, the background theories underlying much of 
the psychological research about pregnancy (especially those 
that postulate unconscious motivations) have been the ideas of 
writers like Freud, Deutsch and Horney. It is worth examining 
these ideas because in many cases later studies have relied on 
ideas originally provided by these psychoanalytic writers, 
often without examining or assessing their validity.
PSYCHODYNAMIC CONCEPTS: PENIS ENVY
Freud (1924, 1925, 1932), in his discussions of feminine
psychology, viewed the young girl as coming to feel inferior 
because of her lack of a penis, an object of power and 
independence allotted only to young boys. This 'penis envy' 
then becomes repressed, as a girl learns she is not the same 
as a boy and cannot desire her mother, but must learn to 
desire those of her father's sex. When her mother has a baby 
she will unconsciously desire to have a baby by her father too 
(perhaps because she realises she has no penis, and therefore 
no power, and can only resolve her 'oedipus complex' by 
winning the love of someone with a penis). This desire in 
some way comes to replace her repressed desire for a penis. 
This would explain why some women are so compulsive about 
having a baby, and will get pregnant outside marriage or in
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other problematic circumstances. As Mitchell (1974) writes 
"with the birth of a son the two strands of the woman's eariy 
sexual desires can come together, she can be the mother she 
loved and identIfIed with, and have the phallus (now the son) 
that she so envied."
In situations where women do not follow this path; are not 
keen to have children, the classic Freudian view is that they 
have retreated into masculine behaviour (in order to somehow 
make up for their lack of a penis) and might suffer from 
disorders like frigidity or infertility.
The Freudian picture of feminine sexuality was the subject of 
great debate even within Freud's lifetime. Deutsch (1945) and 
Horney (1967), both women, argued that there were certain 
distinct features of female sexuality present from birth. 
Freud had tended to visualise the female and male child being 
basically the same until the girl's realisation that she 
lacked a penis. Deutsch emphasised the importance of 
procreation for women, suggesting that pregnancy and not 
orgasm was the primary motivation for sexual relations in 
women. Interestingly, both women accepted to at least some 
extent the idea of penis envy in women, although Horney was 
quick to point out equivalent forms of envy in men.
Since his death, many feminist writers have attacked what they 
feel is Freud's fundamentally male oriented perspective which 
they suggest is unable to make any genuine observations about
women without implying they are merely 'failed men' (Young- 
Bruehl 1990, Oakley 1980). Penis envy has been used either to 
illustrate Freud's basic sexism, in which case his tenets of 
female sexuality have been rejected, or to illustrate the 
sexism of patriarchal society, in which case they have been 
accepted as bitter truths (Mitchell 1974).
A further important criticism which extends to any 
psychodynamic theory is the impossibility of testing it. The 
processes and desires described are unconscious and therefore 
cannot be directly observed, or measured. On reading the 
psychodynamic literature, it is striking that certain evidence 
presented for the existence of penis envy, appears outwardly 
to be nothing of the kind. However, despite the almost 
inherent difficulty of testing Freud's theories, some 
researchers have tried to investigate whether penis envy can 
be observed in women with unplanned pregnancy. The few 
studies that have attempted this have met with no success 
(Barglow et al 1968).
REPLACING AN OBJECT LOSS
The idea that a baby comes to represent an 'object' that has 
been lost, in this case the penis a young girl can never hope 
to have, is interesting, despite the difficulties with 
psychodynamic theories. If the notion of wanting a penis is 
set aside, it is possible to look at the idea of envy in other 
contexts. As Bios (1980) notes of a female patient "What she
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desired JV'as the mother's exc I us I ve attent i on and love, both 
intrinsIcaIly assoc i ated with the possess i on of a penis or the 
imputed superiority of boys”.
This is to talk less of penis envy and more of envy of the 
attention male children receive from their mothers, or of 
needs not gratified for young girls by their mothers. This 
would suggest that the important 'object' that is lost is the 
mother, rather than the sense of power, associated with having 
a penis.
Following on from this, another strand of psychoanalytic 
theory has tended to see the process of separation and 
individuation from the mother which is inherent in a young 
girl's growing up as key to her desire to be a mother. Pines 
(1982,1990) has followed this line and suggests, for example, 
that repeated pregnancy followed by miscarriage may be caused 
by a woman herself who is in conflict about whether to become 
a mother or not, because of deep anxieties in her relationship 
with her own mother.
Other writers have argued that having a baby can make up in 
some way for the 'loss' of a woman's early relationship with 
her mother (see for example: Heiman & Levitt 1960; Tunnadine 
& Green 1978). It is also interesting to note that writers as 
early as Deutsch have emphasised the role of the mother in 
later 'unplanned' or 'premarital' pregnancy. In the case 
studies outlined in her Psychology of Women II (1945) she
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emphasises the loss of mother or lack of closeness in parental 
relationships evident in many of her unmarried mothers. Some 
writers have connected this ancient yearning to replace an 
object loss with the finding that loss events often precede 
pregnancy (Greenberg 1959; Raphael 1972; Swigar, Bowers & 
Fleck 1977).
UNCONSCIOUS MOTIVATION
Freud's terminology, in particular the use of 'unconscious 
motivation' , has also been adopted by many writers in this 
area. The forms of such motivation that have been outlined as 
playing a role in 'unplanned' or 'premarital' pregnancy are a 
familiar list: to get closer to a man, to ward off
loneliness, to prove one's femininity, to know that one can 
become pregnant (Ortof 1979); to punish oneself or others out 
of a denial of or guilt about sexuality, or hostility to 
partner or parents (Sandberg & Jacobs 1971; Raphael 1972); to 
punish oneself for an earlier abortion or for intercourse 
itself, to establish oneself as motherly /feminine (Raphael 
1972); to unite a non cohesive family or loosen an over rigid 
family (Russell 1980; Landy et al 1984); to make up for a 
deprived family background (Landy et al 1984); or to live on 
in some form or discover more about yourself through children 
(Notman & Lester 1988, Wyatt 1967). These motivations 
supposedly exist out of the direct consciousness of the woman 
involved. She behaves in what appears to be a careless way 
with contraception but in reality is intentionally aiming to
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get pregnant to achieve some aim or neutralise some conflict.
It might be argued from an empirical standpoint that talk of 
unconscious motivations is unhelpful; if these motivations are 
genuinely unconscious, they are impossible to verify. Whereas 
the Freudian approach is to suggest that the motivations are 
so deep seated as to be unobservable, and must be taken on 
trust, most researchers have tended to postulate that these 
motivations will have outward signs. It could be argued, for 
example, that a woman's feeling of loneliness prior to an 
unplanned pregnancy, or measures of social isolation, would 
support to the argument that loneliness was a key 
'unconscious' motivating factor in the pregnancy.
In accepting the validity of this kind of argument it becomes 
possible to both measure and test unconscious motivating 
factors. It is worth noting that, in the few cases when the 
above authors have attempted to test for the presence of the 
unconscious motivations postulated, there was little 
consistent support for the role of any of them in pregnancy 
(for example: Barglow et al 1968).
CONCLUSIONS
In summary then, psychoanalysis has provided the processes 
(unconscious motivations) by which many authors have sought to 
explain unplanned pregnancy. More than this, however, it has 
suggested a way of examining the symbolic role of
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childbearing. Although most people might have reservations 
about the idea of penis envy, the overall idea that women may 
have children to replace losses they have experienced, or 
indeed gain something they have never had, is fascinating and 
ultimately shapes the research discussed below.
Within this research perspective then, the symbolic role of 
pregnancy in the gratification of emotional needs is seen as 
key. However, in contrast to psychodynamic theories, this 
research is built on the principle that these processes must 
be tested and shown to be valid empirically. The study 
locates itself very firmly within a psychological framework.
RESEARCH ON CONTRACEPTIVE BEHAVIOUR & UNPLANNED PREGNANCY
In contrast to what has been labelled the ' idealised ' view, 
evidence suggests a large proportion of pregnancies are not 
planned at the time of conception. The percentages vary from 
study to study, but the results of three studies conducted in 
the United Kingdom are as follows. Cartwright (1979) asserts 
that of married primiparae 67% were pleased to find that they 
were pregnant, 10% wished it had been earlier, 19% wished it 
had been later and 4% were sorry. Amongst both prima and 
multiparae only 52% described their pregnancy as intended or 
non-accidental and were pleased to be pregnant.
Breen (1975) found that 41% of middle class primiparae did not 
plan their pregnancy (though 6 3% were pleased to find they
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were pregnant). Metson (1988) found that a third of 
pregnancies in a large group practice in Bracknell were 
described as 'unplanned'.
PROBLEMS OF THIS RESEARCH
As mentioned above, different studies have used various 
measurements of the 'plannedness' of pregnancy, often 
collapsing such distinct categories as 'unplanned' pregnancy, 
'unwanted' pregnancy and pregnancy outside marriage into one 
category as though the three concepts were interchangeable. 
This makes the whole area very hard to interpret and the 
result of all studies which do not precisely define their 
terms (which is the overwhelming majority) should be treated 
with caution.
There are also further general warnings which should be born 
in mind with regard to the studies into contraception and 
pregnancy which are presented here. The older pregnancy 
studies were conducted when pregnancy outside of marriage was 
viewed much more negatively; the social context and meaning of 
such pregnancies has vastly changed. Such studies reflect 
this in their very negative portrayals of the women undergoing 
'unplanned' or 'premarital' pregnancy: for example: Lehfeldt 
1959; Greenberg 1959; Malmquist et al 1966; Tunnadine & Green 
1978.
In many cases previous studies have sought to classify any
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woman undergoing an unplanned/premarital pregnancy as 
suffering from some severe psychopathology (Lehfeldt 1959; 
Wilson 1980, Sorrel 1967). That results often agreed with 
this classification was no surprise when it is considered that 
many researchers used women recruited via the psychiatric 
services, as though there were no difference between these 
individuals and the entire populations of unwed /teenage 
mothers (Lehfeldt 1959; Heiman & Levitt 1960; Giel and Kidd 
1965; Abernethy & Colleagues 1974, 1975; Cattell 1966).
It was, admittedly, a much rarer occurrence before the 1960s 
to have a baby out of wedlock, and risked enormous censure, 
and the labelling of the woman as psychiatrically disturbed.
However, even in those days, to risk pregnancy was no more 
mysterious or disturbed than to risk death by failing to wear 
a seat belt or by smoking. Women who took contraceptive 
risks, however, were often written about by the mainly male 
researchers and gynaecologists as if they behaved in a way 
that was irrational and revealed the deep pathologies beneath 
(for example Lehfeldt (1959) writes off many of his cases as 
'psychoneurotics'). These writers spent little time 
criticising the fathers of these unwanted or pre-marital 
pregnancies, just as they have spent far less time studying 
the contraceptive behaviour of male samples. They further 
failed to address the sociological reality: that whether
unplanned or unmarried pregnancy constitutes a problem varies 
with a society's particular mores at any given time. This is 
illustrated by the fact that the idea of an unplanned
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pregnancy within marriage, even to a teenager, was rarely 
raised in these early studies.
In recent years the emphasis has shifted; since the 1960s 
there has been a growth in studies looking at teenage 
pregnancy, and teenage contraceptive use. The tone in which 
the more recent authors address their subject has also 
altered: they tend to focus more on the effects of wider
cultural values, demographic influences or psychological 
variables concerned with rational decision making.
As a result of this welcome shift in emphasis, however, the 
more recent studies have not tended to address the issue of 
'unplanned' pregnancy in older women. This undoubtedly 
reflects the pre-occupations of the governments, and other 
bodies that fund such studies, who are seeking ways to address 
the ever increasing number of young single mothers who rely on 
government support. Many of the studies discussed in 
reference to teenage motherhood below might have been even 
more interesting if they had included older mothers. Aside 
from being interesting, they might also have helped address a 
genuine problem. As Pohlman (1968) notes in reviewing the 
relevant work, babies 'unwanted' at conception are likely to 
cause more regrets and problems, even if the mother becomes 
reconciled to her pregnancy.
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PROBLEMS IN SAMPLING
A further problem in a large proportion of the studies, 
particularly the older studies, is the lack of adequate 
sampling techniques. Quite apart from the case study approach 
which uses psychiatric referral as its selection method, most 
studies do not adequately determine inclusion and exclusion 
criteria. Some designs mix first time mothers with women who 
have already had one child without adequately accounting for 
this, assuming that the factors that lead to an unplanned 
first child are the same as the factors leading to subsequent 
children being unplanned (as noted by Breakwell 1993).
In the studies of teenagers, groups of women of different ages 
are often mixed in together without adequate account of the 
differences that might exist between 15 year olds and 19 year 
olds (for example: Paikoff 1990). In studies of contraceptive 
use, having had a prior miscarriage or termination is rarely 
recorded despite the importance of the effect of this on a 
woman's later contraceptive use (Paikoff 1990).
THE PROBLEM OF AN ADEQUATE COMPARISON GROUP
A further crucial difficulty with much of the research in this 
area is the use of inadequate or non existent control groups. 
As Vincent (1961) pointed out: “much, if not most, of the
existing data about unwed mothers may teii us /ess about 
factors contributing to ii legitimacy than about the clientele
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of given charity institutions, social agencies, out-patient 
clinics and physicians in private practice." Unfortunately, 
the words of Vincent in 1961 have not been not heeded, and 
many studies have continued to suffer from a lack of 
methodological controls. (Greenberg et al 1959; Heiman & 
Levitt 1960; Giel & Kidd 1965; Olley 1970; Ingham & Simms 
1972; Kane, Moan & Bolling 1974; Abernethy & Abernethy 1974; 
Cattell 1966; Chamberlain 1976; Miller 1975).
The whole issue of an adequate comparison group for a pregnant 
sample is a difficult one. If the study group are pregnant 
teenagers, a comparison group of pregnant adults might be 
chosen, or non pregnant teenagers. If a non-pregnant 
comparison group is used, it must be decided whether to avoid 
members who have ever been pregnant (who must have a different 
idea of the whole process than do 'never pregnant' women). 
Furthermore, with a non-pregnant comparison group, it is 
necessary to ascertain whether they are sexually active. If 
a sexually active comparison group are recruited from a group 
of women contraceptive clinic users, there is a danger of 
selecting a comparison group biased towards efficient 
contraception . This would make them unlike the pregnant 
group who may have come to the clinic ' s attention only because 
they are pregnant. If the study uses participants from the 
general population of women, it may be necessary to ensure 
that they are not just sexually active, but as sexually active 
as the pregnant group.
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If the study is focused on planned versus unplanned pregnancy, 
then pregnant women ought to be divided into two groups and 
compared with the comparison group. This would be the same 
for married versus single pregnant women if looking at unwed 
motherhood, or teenagers versus older women in the case of 
teenage pregnancy. Other crucial variables might need to be 
held constant: social class or age for example. Given this 
complex picture, it is not hard to understand why some writers 
have avoided the issue of a comparison group altogether (Luker 
1975; Kane, Moan & Bolling 1974; Barglow et al 1968; and many 
others).
2.2. RESEARCH ON CONTRACEPTIVE USE IN TEENAGERS AND 
ADULTS
The majority of the work on contraceptive use, particularly in 
recent years, has been conducted with teenage samples 
reflecting the new emphasis on preventing the early 
pregnancies of this group, linked as they have been with 
various social problems (Taylor et al 1983; Furstenberg 1976; 
Trussell & Menken 1978), although the debate about this is 
ongoing (Chilman 1980; Furstenberg et al 1987; Balakrishnan et 
al 1988). Included in this section are the features of 
various studies that concern contraceptive use more than they 
do pregnancy. In the following section features bearing more 
directly on pregnancy from the same and other studies are 
discussed. This division is artificial as there is much 
overlap between the two areas and within studies, but the
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sheer size of the research body makes it necessary to treat 
them in this way. The findings listed in this section relate 
only to female samples, although in some cases research was 
conducted with samples of both sexes. This reflects the 
overall emphasis of the research, which has concentrated far 
more on female contraceptive users than their male partners; 
on unmarried or teenage mothers rather than fathers.
Estimates vary as to the rates of illegitimate births or 
births to women in their teens from one society to another, 
although it is generally accepted that the number of unmarried 
teenage women having babies is on the rise (Morrison 1985). 
If it is further considered that not all women who experience 
coitus without contraception become pregnant, the level of 
women who have unprotected intercourse without becoming 
pregnant must be many times greater.
Simms & Smith (1986) studied 53 3 pregnant teenage participants 
as part of a government survey: 54% described their pregnancy 
as unintended (percentages were higher in single participants: 
7 3%; participants who married after pregnancy: 6 3%; and in 
participants who were 17 or under: 80%). Despite this only a 
fifth were even trying to use contraception at the time of 
conception.
REASONS FOR FAILURE TO USE CONTRACEPTION
This finding of low levels of contraceptive usage in teenage
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populations has been replicated many times (Zelnick & Kantner 
1977, 1980; Cobliner 1976; Smith, Weinman & Nenney 1984;
Ineichen 1986; Harvey & Scrimshaw 1988; Phoenix 1989 and many 
others). Different authors have sought to account for it in 
a variety of different ways. Seeking to clarify the
situation, Kar and colleagues (1979) list the possible 
explanations often advanced for failure to use contraception. 
Perhaps the most straight forward of these hypotheses begin 
with simple KAP (Knowledge-Attitude-Practice) models: that
knowledge about contraception will lead to attitudes favouring 
it and finally to good contraceptive practice in women who are 
seeking to avoid pregnancy(Cobliner 1976).
1. DEFICIENCY IN KNOWLEDGE: this hypothesis suggests that 
women, as 'rational' beings for whom an unplanned 
pregnancy is not desirable, will seek to avoid pregnancy 
by using contraception unless prevented by lack of 
knowledge of the existence of contraception or how to use 
it.
There is quite a lot of evidence which supports this 
explanatory model. Miller (1975) found that 35% of his sample 
of 642 women (both teenagers and adults) claimed that their 
subsequent unplanned pregnancy was the result of a failure to 
understand the workings of the rhythm method. Zelnick & 
Kantner (1977) noted that over 3/5 of their (non pregnant) 
teenage sample could not correctly describe when the 'safe 
period' for intercourse fell in a month.
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Bury (1985) compared rates of teenage pregnancy in USA, 
Canada, France, England, Sweden and Netherlands. She 
suggested that the lowered levels in Sweden and Netherlands 
were the result of comprehensive sex education in schools and 
the availability of confidential contraceptive services for 
teenagers. This would indicate an important role for 
information. As Morrison (1985), in reviewing many of the 
studies of teenage contraceptive use, notes "many teenagers 
are startlingly uninformed about basic reproductive 
physiology. A sizable proportion of adolescents surveyed 
believe themse ives to be immune to pregnancy, or at least very 
unlikely to become pregnant, even though they are aware of the 
theoretical probability of pregnancy. Although knowledge of 
the birth control pill is widespread, knowledge about most 
other methods of contraception is also poor and varies widely 
within groups".
Morrison's conclusion is, however, in direct conflict with the 
evidence of many other studies, which have indicated that 
women, even very young women, have quite wide knowledge of the 
workings and availability of contraception. Many authors have 
noted that although the women they have sampled know about 
contraception, and in many cases have used it, their use is 
not consistent (Kane & Lachenbruch 197 3; Kane, Moan & Bolling 
1974; Cobliner 197 6; Landry et al 1986; Ineichen 1986; Hanson, 
Myers & Ginsberg 1987; Phoenix 1989). Further to this, 
Paikoff (1990) found amongst her sample of 78 family planning 
clinic users aged 14-20, that whether the women anticipated
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negative consequences of being pregnant or not made no 
difference to the consistency of their contraceptive use. 
This suggests that using contraception consistently is not 
simply a function of knowledge about contraception plus a 
negative attitude to pregnancy. Even women who are attending 
clinics, like those of Paikoff's sample, and so have access to 
information about contraception, do not seem to use it 
consistently.
If we assume that many sexually active women do know about 
contraceptive methods, it seems lack of information cannot 
alone be blamed for low levels of contraceptive usage. As Kar 
and colleagues (1979) note "a I though a lack of know ledge about 
contraception could result in nonuse, the mere presence of 
knowledge does not necessarily lead to use."
OTHER EXPLANATIONS
2. DEFICIENCY IN SUPPLY: this hypothesis again assumes the 
'rationality' of the women involved postulating that use 
of contraception is impeded by lack of access to 
contraceptive services.
Again the evidence suggests that the picture is not as simple 
as the hypothesis would suggest. Accessibility of supply, 
like adequate knowledge of contraception is a necessary 
condition for use of contraception, however it is not a 
sufficient condition (Kar et al 1979).
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If the problem is not one of ignorance, or lack of 
contraceptive accessibility, then it is necessary to focus on 
other kinds of explanation for the nonuse of contraception. 
Either it can be assumed that pregnancy is, in fact, desired 
making nonuse of contraception, despite adequate knowledge and 
supply, a 'rational' behaviour, or the idea that the women 
here are acting 'rationally' can be abandoned. The first 
option has been embraced to some extent by many authors, but 
wholeheartedly adopted by very few (for an example see: Cohen 
1983). It appears to be hard to maintain in the face of stark 
denials from the women involved, and at best the investigator 
would be reduced to talking of unconscious motivations for 
pregnancy or systems of psychological denial. In contrast the 
second option has been the force behind much of the research 
in this area which seeks to link particular psychological or 
sociological characteristics with use or efficient use of 
contraception.
Chilman (1980) reviewed many of the studies on the failure of 
teenagers to use contraception. She lists three main groups 
of characteristics which have been found to be related to the 
nonuse of contraception. Firstly, demographic
characteristics :
• being under 18; single; lower social class; a minority 
group member and not going to college;
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secondly, situational characteristics:
• not being in a steady relationship; not having ever been 
pregnant; having sporadic unplanned sex; lack of 
communication with parents about sex; and no access to 
confidential family planning services;
and finally psychological characteristics:
• wanting pregnancy or placing high value on fertility;
ignorance of risks and of contraception; fatalism; 
powerlessness; alienation; incompetence; low educational 
achievement and goals; traditional female role attitudes; 
passivity; dependency; high anxiety; low self esteem; 
lack of acceptance of own sexual behaviour; poor family 
and couple sex communication; disturbed family of origin; 
pleasure oriented attitudes; fear of side effects of 
contraception; immaturity; lack of planful attitudes; 
poor problem solving; positive peer attitudes to
motherhood (especially when friends or siblings have been
adolescent mothers); or negative attitudes to sexual
activity.
Chilman herself seems to have suspected that at least some of 
the psychological variables isolated in the studies she
reviewed were actual reflections of the variables of class and 
ethnicity. She writes "Poverty status often breeds att i tudes 
of fatalism, poweriessness, alienation, a sense of personal
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incompetence and hopelessness in respect to striving for high 
educat i onai and occupât i ona i goais. This is espec i a i iy apt to 
be true when racism combines with poverty to reduce one's iife 
chances " .
Chilman's listing of the characteristics associated with 
nonuse of contraception in this way focuses on the problem in 
a very different way from the two 'deficiency' hypotheses 
given above. These viewed the woman as a rational agent, 
seeking to protect herself from pregnancy, but prevented by 
outside factors. In contrast, by listing the psychological 
and social characteristics of women who take contraceptive 
risks, Chilman implies that it is more 'internal' factors that 
impede the use of contraception.
Although many authors have been able to list the 
characteristics associated with failure to use contraception, 
the reasons why such characteristics should have a negative 
effect on contraceptive use, and by what pathways they 
exercise this negative effect, have rarely been satisfactorily 
investigated.
Many of the studies reviewed by Chilman and others are listed 
in Figure 1 below to illustrate the large number of factors 
that have been associated with the use or non use of 
contraception. In some cases the studies distinguish between 
what they consider 'effective use' of contraception and what 
they consider 'ineffective use' while in other cases they talk
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of users and nonusers of contraception. Usually these 
groupings prevent comparison of the women who use different 
contraceptive methods, despite some evidence that the users of 
the pill and the condom have different profiles (Cvetkovich & 
Groat 1981) .
This highlights the overall problem with the research in this 
area: Each researcher has used a different approach to
collecting data, and a different teenage or college age 
population, recruited for the sample using different 
techniques and has used comparison groups, if at all, in one 
of a variety of different ways. Measures of the use of 
contraception vary enormously: use versus nonuse, or
'effective' versus 'ineffective' use, use at first 
intercourse, at last intercourse or use of any method on any 
occasion. It is therefore not clear how far the results can be 
relied on, let alone compared with one another.
FIG 1. FACTORS ASSOCIATED WITH CONTRACEPTIVE USE/
NON-USE IN FEMALE SAMPLES
Perceived 
effectiveness of 
contraception
Herold & Goodwin 1980 Found that teenagers 
who perceived 
contraception as 
effective were more 
likely to continue to 
use the pill
Fear of side effects 
of contraception
Phoenix 1989 One reason why 
pregnant teenagers 
said they had not used 
contraception was 
because of fear of 
side effects
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Gerrard et al 1983
Mudd et al 1978
Women classed as 
inefficient 
contraceptors were 
more likely to fear 
contraceptive side 
effects
In a group of high 
school age females 
using a family 
planning service, 
those who became 
pregnant were more 
likely to have had 
problems with 
contraceptive methods, 
to have missed clinic 
appointments and to 
have requested 
pregnancy tests in the 
past
Belief one is not 
fertile
Phoenix 1989
Cvetkovich & Groat 
1981
Namerow et al 1987
Another reason 
pregnant teenagers 
gave for why they had 
not used contraception
Teenage pill users 
were found to have 
much more sense of the 
risk of unprotected 
sex than users of no 
method. Condom users 
had an intermediate 
level
Found that teenagers' 
perception of the 
probability of 
pregnancy affected 
whether they had used 
contraception at last 
coitus or not, but 
their perception was 
not related to the 
actual risk; Less 
than half the sample 
correctly perceived 
their risk of 
pregnancy
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Fear of discovery/ 
Embarrassment
Lowe & Radius 1987
Elster 1980
Mention that in their 
sample of 18-22 year 
old women, both fear 
and embarrassment 
could prevent women 
seeking contraceptive 
help
Lists what can hinder 
adolescent 
contraceptive use; 
"Misinformation, 
discomfort, 
carelessness, shyness 
about manipulating 
one's genitals and 
side effects may all 
interfere with the 
consistency with which 
adolescents use 
certain birth control 
devices"
Experience of using 
contraception/ higher 
frequency of 
intercourse
Oskamp & Mindick 1983
Cvetkovich & Groat 
1981
Durant and Sanders 
1989
Teenagers who have 
used contraception in 
the past use better 
methods generally
Teenage pill users 
tend to have had 
longer sexual 
relationships with 
their current partners 
than users of no 
method
Frequency of 
intercourse was the 
best predictor of 
contraceptive use in a 
sample of sexually 
active adolescents
Later sexual debut Cvetkovich et al 1978, 
Nettelbladt et al 1984
Later onset of sexual 
activity was found to 
correlate with more 
efficient 
contraceptive use
Not having had a child Nettelbladt & 
Uddenberg 1984
Found that "insecure 
methods (of 
contraception) were 
extremely uncommon 
after the first 
pregnancy"
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General risk taking 
behaviour
Namerow et al 1987
Gardiner & Herman 1990
White & Johnson 1988
Teenagers who took 
risks in general were 
also more likely to 
under
estimate their risk of 
pregnancy
Adolescent risk 
taking, in 
contraceptive 
behaviour as well as 
other areas (driving, 
car accidents etc.) 
was related to their 
lack of future time 
perspective: "They 
have difficulty seeing 
beyond the moment"
High risk taking 
personality was 
related to engaging in 
sexual intercourse in 
teenagers but was not 
related to 
contraceptive risk 
taking
Educational
Aspirations/
Achievement
Kantner & Zelnick 1972
Morrison 1985
Oskamp & Mindick 1983
Teenagers who had less 
educational plans were 
more likely not to use 
contraception out of a 
desire for or 
indifference to 
pregnancy
REVIEW ARTICLE: found 
that many studies 
supported the idea 
that teenagers with 
higher educational 
goals were more 
efficient 
contraceptors
Found in a teenage 
sample of
contraceptive clinic 
patients that those 
who had a lower level 
of education were more 
likely to be 
inefficient users of 
contraception
31
Interpersonal skills Lowe & Radius 1987 In a sample of 18-22 
year old women, better 
interpersonal skills 
linked with more 
effective 
contraceptive use
Religion Studer & Thornton 1987 Churchgoing women 
found to be more 
efficient 
contraceptors
Forste & Heaton 1988 Fundamental 
Protestantism linked 
to non use of 
contraception
Higher Parental Social 
Class/income/
Education
Kantner & Zelnick 1972 Non use of 
contraception in 
teenagers inversely 
linked to parental 
social class/education
Morrison 1985 REVIEW ARTICLE: 
Mentions that it is 
hard to disentangle 
the small effect of 
race from the large 
effect of parental 
social class/income/ 
education on 
contraceptive usage
Forste & Heaton 1988 Lower education of 
mother linked to not 
using contraception
Closer relationship 
with boyfriend
Kantner & Zelnick 1972 Less efficient 
contraceptive use 
correlates with 
closeness to 
boyfriend, especially 
if marriage is planned
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Kar et al 1979
Nettelbladt & 
Uddenberg 1984
Morrison 1985
Harvey & Scrimshaw 
1988
Found that "high risk 
takers with few 
exceptions were 
involved in unstable 
relationships." They 
often cited the 
instability of the 
relationship as the 
reason why they had 
delayed procuring 
contraception. Less 
communication with 
partner was the second 
best predictor of poor 
contraceptive use
"Only when the woman's 
relationship with her 
partner was poor were 
non-female methods 
used" in a sample of 
women who had already 
been pregnant on one 
occasion
REVIEW ARTICLE: 
remarks that the 
studies are confused 
in this area. In 
general more frequent 
intercourse and better 
communication in the 
sexual partnership are 
both linked to MORE 
EFFICIENT use of 
contraception
Effective use of 
coitus-dependent 
contraceptives was 
related to having a 
longer, more stable 
relationship and fewer 
sexual inhibitions
Peers with liberal 
sexual attitudes
Lowe & Radius 1987 Women aged 18-22 more 
likely to use 
effective
contraception if they 
had friends they 
perceived as having 
more liberal sexual 
attitudes
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Feminism/Perceived
Competence
Rosen & Ager 1981
MacCorquodale 1984
Hansson, Jones & 
Chernovetz 1979
Found Feminism and 
Perceived Competence 
(questionnaire 
measures on attitudes 
to the female role) 
positively correlated 
with good use of 
contraception in 1746 
women with unwanted 
pregnancies of all 
ages.
"The more egalitarian 
the woman's gender 
role attitudes, the 
more frequent her 
contraceptive use" in 
a sample of non 
pregnant college 
students
College-age women who 
scored lower on 
measures of 
conventional sex 
typing knew more about 
contraception, sought 
it out more actively 
and were more open in 
discussing it
External Locus of 
Control
Mindick, Oskamp & 
Berger 1977
Oskamp & Mindick 1983
Successful 
contraceptors 
displayed a longer 
future time 
perspective
In reviewing previous 
work, authors note 
that External Locus of 
Control connected to 
less use of 
contraception in 
teenagers. (While 
personal efficacy 
linked to good use of 
contraception). 
However, the authors 
own study failed to 
replicate this
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Morrison 1985
Spain 1979
Gerrard et al 1983
REVIEW ARTICLE; it 
seems that scoring 
high on external locus 
of control is linked 
to whether
contraception is used 
at all but fails to 
predict consistency of 
use or effectiveness 
of contraception used
Adolescents who were 
inefficient 
contraceptors were 
also those who felt 
hopeless and worthless 
and were passive 
responders to life
Effective
contraceptors were 
more likely to 
attribute control 
internally and 
inefficient 
contraceptors were 
more likely to 
attribute it 
externally
It is clear from Figure 1 that there are many characteristics; 
demographic, situational and psychological that have been 
related to contraceptive use, and which researchers have used 
to try and explain, the 'irrationality' of contraceptive risk 
taking.
PSYCHOLOGICAL MASTERY
Perhaps the most interesting of the correlations that has been 
demonstrated is that between efficient contraception and 
internal locus of control. In some senses, it is possible to 
view this as measuring self assertion: a teenage woman's sense
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of her own mastery and ability to control her life. Following 
this we might postulate a further explanatory hypothesis 
connecting psychological mastery and the nonuse of 
contraception :
3. LACK OF PSYCHOLOGICAL MASTERY: This hypothesis suggests 
that women who fail to use adequate contraception suffer 
from feelings of helplessness and lack of control over 
their lives, and that this generalises to contraceptive 
behaviour. These women cannot follow the rational steps 
to preventing unwanted pregnancy because they do not 
believe they have the power to alter their world.
The finding that this kind of externalising of control is 
common in those who take contraceptive risks is interesting 
given the link that has also been made between fatalism and 
unplanned pregnancy (see section 2.3). It might be argued 
that the other factors shown to correlate with nonuse of 
contraception merely reflect this relationship: that a teenage 
woman with this kind of 'mastery' will aim high educationally, 
act in a responsible manner, whether in relation to her 
religion or in relation to contraception. She might also be 
expected to exert more mastery in sexual relationships 
(perhaps being a better communicator with her partners), to 
have egalitarian or feminist-type viewpoints and be less 
fearful of the side effects of contraception. That this sense 
of control over one's own life should be associated with 
higher parental education and social class also makes sense
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sociologically. The role of psychological mastery, then, in 
contraceptive behaviour, throws light on other areas and is 
worth noting.
OTHER MODELS OF CONTRACEPTIVE RISK TAKING
Much of the more recent research has focused on more complex 
cognitive models. Rather than relying on a straight forward 
KAP model of the relationship between attitudes and behaviour, 
researchers have sought to use more complex approaches; 
relating attitudes and beliefs, norms and intentions to risk 
taking behaviour (Herold & Goodwin 1980; Gerrard, McCann 
& Fortini 1983; Jorgenson & Sonstegard 1984; Jaccard et al 
1990). These writers have met with some success especially 
when attempting to predict use of particular methods of 
contraception from attitudes to these methods rather than 
using attitudes to contraception overall to predict general 
use of contraception. Perhaps the most interesting model of 
all the cognitive models suggested is that of Luker (1975) 
which is discussed below.
There has also been a growth in what Morrison (1985) describes 
as 'emotional' models. These focus on the relationship 
between an individual's attitudes and emotional responses to 
sex and sexual behaviour and their use of contraception. 
Another kind of hypothesis for the nonuse of contraception 
might, then, be:
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4. ATTITUDE/BEHAVIOUR CONFLICT: This hypothesis suggests
that when a woman has negative attitudes to her own 
behaviour, and feels guilty about it, she will have to 
neutralise the conflict by a denial of the behaviour.
Rains (1971) argued against the view that particular women are 
singled out to become unwed mothers by their social and 
psychological circumstances. She suggested instead that 
premarital sex creates a conflict: young women may not approve 
of sex for women of their age but may at the same time be 
having sex. This conflict. Rains suggests, results in them 
taking a passive view of their own sexuality - particularly, 
it might be thought, if they lack the kind of mastery and self 
assertiveness that seems correlated with efficient 
contraceptive usage. They might then avoid the active role 
required to seek out contraception and to plan to avoid 
pregnancy. By taking this passive role the women allow 
themselves to ignore their own behaviour. They might prefer 
the possible risk of pregnancy to what they see as the more 
probable risk of loss of self respect or of their public 
reputation.
Rains (1971) postulates that a fundamental change occurs when 
a woman learns to accept her sexuality. This happens when sex 
is sanctioned as acceptable by her involvement in a long term 
love relationship. During this a woman should be able to 
accept that she is sexually active and start to take steps to 
prevent pregnancy.
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There is some support for this view from a study by DeLameter 
& McCorquodale (1978) who found that contraceptive non-use was 
associated with a lack of sexual self-acceptance. The authors 
looked at 237 male and 212 female students and 127 male and 
179 female non students all of whom were single. They found 
that Rains ' theory was not a good predictor for the male 
students (perhaps because the burden of contraception is 
usually left to women). In contrast, good female 
contraceptors showed signs of being the more sexually active, 
and the more morally ambivalent of female participants as well 
as being more likely to be in long term relationships.
SEXUAL SELF CONCEPT
One of the foremost reasons given by teenagers of both sexes 
for nonuse of contraception is that it makes sex premeditated 
and thus morally wrong (Kantner & Zelnick 1972; Kane, Moan & 
Bolling 1974; Finkel & Finkel 1975; Freeman et al 1980; Oskamp 
& Mindick 1983; Kisker 1985; Chilman 1980; Phoenix 1989). 
Teenage women in particular have a great fear of being seen as 
'loose' or a 'slag' if they plan their sexual lives. Winter 
(1988) used the 'sexual self concept' (SSC) scale, described 
as an evaluation of a person's own sexuality at any one time, 
to investigate teenagers' contraceptive behaviour. The SSC 
uses questions on sexual guilt, attitudes to teenage 
sexuality, and ability to communicate with others about sexual 
issues to probe for an underlying personal evaluation.
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It was found that 14-16 year olds of both sexes scored much 
lower on this measure than 17-19 year olds. In 149 
undergraduates aged 17-23, the SSC correlated with 
contraceptive use and the highest SSC scores tended to be in 
people using prescription methods of contraception, medium SSC 
scores in people using non-prescription methods and the lowest 
scorers those using withdrawal. This seems a very clear 
support then of the hypothesis that contraceptive efficiency 
will increase as an individual comes to accept their own 
sexuality.
Skinner (1986) investigated the relationship between effective 
contraceptive behaviour, acceptance of sexuality and the 
development of a particular sexual relationship in pregnant 
teenage women and non-pregnant controls. Rains had originally 
suggested that a close relationship was necessary for a girl 
to accept that she was a sexually active person.
Skinner studied 550 girls; 220 who had just had abortions, 217 
girls carrying babies to term and 113 never pregnant sexually 
active controls recruited from a clinic (30% were aged 16 or 
under). She postulated that if the girl's sexual relationship 
is an integrated, caring and supporting relationship then 
effective contraception is likely, but if it is segregated 
(distant, lacking communication, and with male/female roles 
more sharply differentiated) then risk taking will occur.
This in a sense expands on Rains' own suggestion by asserting
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that a love relationship is important not just because it 
sanctions sexual intercourse and allows a woman to accept that 
she is sexually active, but also because the support and 
companionship make contraception a joint activity undertaken 
by both parties. Skinner herself mentions some supporting 
evidence from Shepard & Bracker (1979) who state that unstable 
relationships can often be associated with elevated risk of 
unprotected coitus and repeat abortion.
Skinner's (1986) work invokes the overall nature of a woman's 
familial relationships to explain why certain women develop 
stable sexual relationships which encourage contraception and 
others develop unstable relationships which encourage risk 
taking. She remarks "the type of early re I at IonshIp a mother 
and daughter have will have a direct influence on the type of 
boy/glrl relationship a young women will find herself in when 
she becomes sexually active". Her suggestions mirror some 
important research on the relationship between early lack of 
care and pre-marital pregnancy discussed later in this 
section.
COST/BENEFIT ANALYSIS MODELS
Luker (1975) follows on from Rains's argument but shifts the 
emphasis from her more 'emotional' model of attitudes and 
behaviours as they relate to psychological variables like 
sexual guilt, into a mainly cognitive model. As already 
noted, the anti women overtones of many studies imply
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contraceptive risk taking is much more remiss than, say, 
smoking or failing to wear a seat belt. Luker argues that 
women are both informed and rational and that unwanted 
pregnancy occurs as the end result of an informed decision 
making process where women are "attempt ing to ach ieve more 
diffuse goals than simply preventing pregnancy".
From this we could postulate a slightly different hypothesis:
5. COSTS OF USE/BENEFITS OF NONUSE: That women are involved 
in a complex weighing up of the costs and benefits 
inherent in contraception and pregnancy. If women have 
attitudes against being sexually active, this will add to 
the costs inherent in contraception (because seeking out 
contraception will require admitting sexual activity to 
oneself).
Decisions about contraception are made after people weigh up 
the costs and benefits of different courses of action. 
Health professionals and psychological researchers have tended 
to see contraception as a low cost and pregnancy as a high 
cost; prompting the view that inefficient contraceptors are 
irrational.
Luker (1975), in contrast, suggests that young women may 
visualise the cost-benefit situation differently. The risks 
of pregnancy are often unclear and it can seem a low 
probability outcome. Meanwhile, other factors can make 
contraception relatively high in cost. A woman must
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acknowledge she is sexually active, which can be, as Rains 
(1971) points out, a difficult thing for a teenager to do.
As Luker (1975) points out: proper contraceptive protection 
may mean that a partner need woo a woman less and thereby rob 
her of her power to ' say no ' and control the timing of sex 
(Sandberg & Jacobs 1971; Luker 1975). A major problem is also 
that contraception may make sex seem less romantic and 
spontaneous. This is something the contraceptive studies 
often highlight as a problem for both male and female 
teenagers (Kantner & Zelnick 1972; Kane, Moan & Bolling 1974; 
Finkel & Finkel 1975; Freeman et al 1980; Oskamp & Mindick 
1983; Kisker 1985; Chilman 1980; Phoenix 1989). Seeking out 
contraception may also be too embarrassing or the side effects 
too worrying. It may also be difficult for some women to ask 
a partner to use contraception. Thus there are a number of 
possible costs of contraception which might not be immediately 
obvious (Luker 1975).
There are also benefits that might be associated with 
pregnancy: proof you are feminine and attractive to the
opposite sex, an end to conflict about which role to assume 
(because society limits the roles available to women), an 
instant love object, a partner forced to commit himself or 
attention gained from parents/adults etc. It could even be 
that for some people the risk taking increases the thrill of 
sex itself (Wyatt 1967; Sandberg & Jacobs 1971; Raphael 1972; 
Veevers 197 3; Luker 1975;
43
Cobliner 1975; Ortof 1979).
Luker concludes "we cannot agree with writers who suggest 
that there are successfuI contraceptors and unsuccessfu i 
contraceptors and that these two types of people are 
dIfferentIated by future time perspectives, emotIonaI maturity 
or psychological differences.... contraceptive risk taking is 
a decision making process and one in which all women are 
engaged."
Luker's study has methodological problems: no non-pregnant 
comparison group was included and all the women were already 
pregnant and awaiting abortions. It could therefore be 
countered that they were in a position to need to rationalise 
their prior risk taking. The study has also been criticised 
for its emphasis on the complete rationality of the women's 
choices (Shtarkshall 1987). It does, however, in the words of 
Chilman (1980) "offer a remarkably valuable Insight Into the 
feminine point of view about contraceptI on and related 
matters."
LIFE STRESS, PSYCHOLOGICAL VARIABLES & THE COST/BENEFIT MODEL
There is certainly a role for life stressors and events within 
Luker's approach to examining unplanned pregnancy, although no 
author has investigated it. It might be that certain events 
completely alter the balance of costs and benefits associated 
with contraception. A difficulty with contraception, if the
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pill makes a woman sick or the diaphragm gives her thrush, 
will be a difficulty increasing the costs inherent in 
contraception.
Other events will be benefits in favour of pregnancy: the 
death of a parent might make it much more attractive to start 
a family of your own, even if you do not recognise this 
tendency in yourself. Having a partner who is less committed 
than you are, might make the benefit of receiving a commitment 
from him more important than the cost of an unplanned 
pregnancy. The less obvious benefits of pregnancy have tended 
to be viewed in this study as possible 'secondary gains' of 
the pregnancy and are discussed further below (page 39).
Although Luker's model was developed purely to explain 
pregnancy in unmarried young women; it seems clear that it can 
be expanded to fit all women who are sexually active. How the 
model explains each woman's behaviour will vary with the 
particular circumstances of the woman in question. The social 
and psychological variables associated with poor contraceptive 
behaviour, are then just further factors to be included in the 
cost-benefit analysis: if a woman has no ambition to do well 
educationally and has a more traditional vision of a woman's 
role these are characteristics that will make her more likely 
to see a pregnancy as a beneficial outcome.
If she fears the side effects of contraception, or doubts the 
efficacy of the pill, these factors would figure in the costs
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of contraception. The pressures of having to admit sexual 
activity or the possibility of a 'bad reputation' are further 
possible costs of contraception.
This might explain the results of Evans, Selstad & Welcher's 
study (1976). They found that following abortion or delivery, 
teenagers' knowledge and use of effective contraception 
improved markedly, but those who had negative pregnancy tests 
continued to take the same risks (and to get pregnant). 
Before the costs of pregnancy (a termination) become known, 
the situation has not really changed in terms of costs and 
benefits, so despite a pregnancy scare, the women do not 
change their contraceptive behaviour. A study by Ekblad 
(1955) on Scandinavian women who went through with abortions 
found that about 35% of them became pregnant again shortly 
after abortion, again suggesting that there can be an overall 
situation which makes taking a risk the lesser of two evils.
This approach also helps explain why the data on inefficient 
contraceptive behaviour is so confused: only certain variables 
will alter the cost-benefit analysis for certain women, making 
for conflicting research findings. It also provides an 
explanation for the studies that have found no clear patterns 
of characteristics associated with failure to use 
contraception, or with which women become pregnant. Cubis, 
Lewin, & Raphael (1985) concluded in their study that "few 
features distinguished between the sexually active girls who 
had been pregnant and those who had not, prompting the
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conclusion that chance may well be one of the major 
determinants of adolescent pregnancy."
From the viewpoint of a cost-benefit analysis of contraceptive 
use, all the variables that are involved in the cost benefit 
equation would need to be tapped in order to find any 
differences between the different groups of pregnant and non 
pregnant women. This might, in practice, be many variables.
SECONDARY GAIN AND COST/BENEFIT MODELS
In the present research, a scale of 'secondary gain' will be 
used. This measures the likelihood of pregnancy leading to 
the attainment of some important and otherwise inaccessible 
goal or goals. This scale aims to reflect whether there are 
strong positive aspects (or benefits in Luker's terms) 
inherent in the pregnancy. The possible costs of 
contraception will also be assessed by various scales, and 
reasons given for risk taking will be carefully noted. For a 
further discussion of this see the method section below.
Luker (1975) focuses also on the way that the role of women 
has changed. Women are no longer in a position to bargain in 
the same way for marriage, because sex, and indeed 
childbearing are widespread outside of marriage. Meanwhile 
the jobs where women used to predominate, and indeed the role 
of housewife, can now be filled by others (or by men 
themselves). Contraception now tends to be the responsibility
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of women and is one area where a woman might be able to 
exercise control and bargain for the things she wants.
The negative side of their role as main contraceptor (and 
perhaps of the more permissive mores which sanction single 
parenthood) is that men no longer feel responsible for a child 
they helped to create: unwanted pregnancy has tended to be 
seen as purely the woman's fault. Current efforts of 
government to involve the 'errant' fathers in the upbringing 
of their children have yet to bear fruit.
Similarly Ineichen (1986) suggested that given today's 
unemployment rate it is not surprising that for many girls an 
early pregnancy is the easiest route to a valued full-time 
role. This is in keeping with the finding that early mothers 
are often low achievers at school. As Robbins, Kaplan & 
Martin (1985) remark "marginal students become pregnant 
because parenthood seems a viable alternative to continued 
self-devaluing experiences in the educational system."
CONCLUSIONS
In sum, then, the research on contraceptive use has found a 
wide variety of different factors; social, psychological and 
demographic, to be involved in contraceptive risk taking. 
This has lead to several different types of model being 
proposed. For the current study, certain features of previous 
work are of particular interest.
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First, it seems important to investigate the role of class and 
ethnicity in determining risk taking, perhaps through their 
effect on feelings of mastery, self esteem and involvement 
with various arenas of life. Second, following Rains, the 
acceptance of sexuality and possessing a supportive and 
'integrated' partnership are seen as a fundamental influences 
on efficiency of contraceptive use. Finally, following Luker, 
the role of costs and benefits in contraceptive decision 
making, and subsequent pregnancy seems worthy of further 
investigation.
2.3. RESEARCH ON UNPLANNED PREGNANCY IN TEENAGERS 
AND ADULTS
If the literature on contraceptive behaviour in teenagers and 
adults is confusing, there is at least a substantial body of 
research, and coherent attempts have been made to review it 
(Chilman 1980, Morrison 1985). This is not the case when the 
literature on unplanned pregnancy in adults is examined. This 
blends psychodynamic case studies, studies on psychiatric 
populations and other inadequately controlled research and 
seeks to generalise results to all unplanned pregnancies or 
unmarried pregnant women, despite these limitations. The 
small number of studies means that it is necessary to sift 
carefully and try and obtain any information from them, while 
remaining as aware as possible of their limitations.
Those studies focused on teenage pregnancy often show the same
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sorts of results as the studies on teenage contraceptive use. 
Some of the pregnancy studies have for this reason been 
mentioned above because their results shed light on teenage 
contraceptive usage (eg: Kane & Lachenbruch 1973; Kane, Moan 
& Bolling 1974; Furstenberg 1976, 1987; Kiernan 1980; Simms & 
Smith 1986; Skinner 1986; Hanson, Myers & Ginsberg 1987; 
Phoenix 1989). It is, however, not clear whether this merely 
reflects the limited type of questions that researchers ask 
teenagers - whether they are pregnant or not - or represents 
genuinely interesting parallels between the two types of 
research.
EARLY STUDIES IN THIS AREA
There are several early texts on the subject of unmarried 
motherhood - the early interest of most researchers, rather 
than 'unplanned' pregnancy or 'teenage motherhood'. These 
studies can provide useful insights, although the normative 
aspect of this subject makes it hard to generalise their 
findings to today's society.
As early as 1954, Young, argued that girls who got pregnant 
out of wedlock were not just unlucky or careless but had 
unconsciously intended their actions. This explained their 
clear lack of interest in the father of their child in many 
cases; their main aim being to possess a baby. Young's own 
analysis was that the root of the problem was in a girl's 
family of origin: either it was mother-dominated, or father-
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dominated or the family was rife with personality problems.
The results of a study by Young (1966) indicated that all of 
her 100 unmarried pregnant women aged 18-40 had problem 
families. Thirty six were described as having dominating 
mothers and passive fathers. These women seemed to have 
little involvement with their babies' fathers, more using him 
as a 'biological tool'. Fifteen of the women had strict, 
domineering (sometimes violent) fathers and if they knew the 
father of their baby at all "seemed to be trying to re­
experience with a lover much the same kind of masochistic 
relationship they had had with their fathers." Forty three 
more were from 'broken homes', and 6 had had over indulgent 
parents. "All of these girls, unhappy and driven by 
unconscious needs, had blindly sought a way out of their 
emotional dilemma by having an out of wedlock child. It Is 
not strange that one finds among them almost no girl who has 
been genuinely cared for or been happy with the father of her 
baby." (Young 1966).
As is noted below, the wealth of conflicting evidence about 
the families of pregnant teenagers makes it difficult to draw 
any conclusions, though Young's picture of the difficult 
familial constellation of the young pregnant girl has received 
some support from the research of Abernethy and colleagues 
(1973, 1974, 1975) which is discussed below. It is also worth 
remembering that this kind of case study research is 
problematic because it involves no control groups, and no
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standardised measures. Young observed women and assigned them 
to categories of her own making; mother-dominated, father- 
dominated and so forth. How far these categories would be 
reliable between different observers or over time, is a matter 
of conjecture.
In another early study, Vincent (1961) used questionnaire data 
from 850 unwed mothers and found that degree of ego 
involvement with the relationship closely followed the girl's 
own socioeconomic status: the higher a woman's socioeconomic 
status, the less likely she was to describe the relationship 
as casual. The study also compared 100 unwed mothers with 100 
never pregnant controls using scales focused on such 
psychological variables as assertiveness, self acceptance, 
tolerance, independence and so forth. The results indicated 
that unwed mothers scored higher on all the negatives, but 
that interestingly, non-pregnant controls from broken homes 
had similarly raised scores on these measures. This is of 
interest in the light of the data on lack of care in childhood 
which is discussed below.
This data would suggest that broken homes are not solely to be 
held responsible for women becoming pregnant out of marriage; 
otherwise there would have been no non-pregnant controls from 
broken homes. Clearly other intervening variables are 
involved, perhaps the very psychological variables measured by 
Vincent and her colleagues, which are probably much more 
interesting and informative than the blanket concept of
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'broken homes'.
The study by Vincent (1961) found no evidence for Young's 
hypothesis about different pathological family types and no 
demographic differences between the pregnant and non-pregnant 
women. In fact Vincent concludes: "The unwed mothers reported 
almost every possible varI at I on in the source and type of 
discipline, love, rewards and InfIuence and in the degree and 
type of I dent IfI cat I on with either, neither and both parents" 
and "Unwed motherhood Is not the result of any one persona 11 ty 
type, Intra-famI 11 a I relationship or social situation."
RECENT RESEARCH
More recent research has connected unplanned or unwed 
motherhood with all manner of social and psychological 
circumstances: violent family experience with men, including 
incest (Malmquist et al 1966); passivity of fathers (Cattell 
1966; Abernethy and colleagues 1973, 1974, 1975); hostile and 
unaffectionate mothers (Abernethy and colleagues 197 3, 1974, 
1975; Tunnadine & Green 1978; Englestein et al 1979); 
desertion by own mother at birth (Heiman & Levitt 1960); 
broken homes (Cattell 1966, Hetherington 1972, Ingham & Simms 
1972); large families (Ingham & Simms 1972); early promiscuity 
(Malmquist et al 1966, Hetherington 1972); "massive repress I on 
and denial of interest In their sexual lives" (Friedman 1972); 
disorganised sexual lives (Tunnadine & Green 1978); social 
isolation (Groat, Neal and Mathews 1976); helplessness and an
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external locus of control (Rainwater 1960, Askham 1975); and 
the inevitable psychiatric problems (Giel & Kidd 1965 and many 
others).
The focus of much current research has been teenage mothers, 
and findings here often mirrors very clearly the work on 
teenage contraceptive use. It should be noted that some of 
these studies use retrospective data, interviewing women who 
may have been teenage mothers in the 1960s but were 
interviewed for research purposes in the late 1970s. When 
reading Kiernan's 1980 study, it is necessary to remember that 
the mothers reported on were part of a cohort born in 1946 
(and were therefore teenagers between 1959 and 1966). Given 
the change in society's mores since that time, it must be said 
that a teenage mother in 196 3 was a very different thing from 
a teenager mother in 199 3. A large proportion of Kiernan's 
mothers were married at the time of their pregnancy and those 
who were not quickly got married. Still Kiernan's findings 
are recorded along with those of many other authors in Figure 
2 which follows.
54
FIG 2. FACTORS ASSOCIATED WITH UNMARRIED/TEENAGE
MOTHERHOOD
Larger number of 
siblings in family of 
origin
Wilson 1980
Robbins, Kaplan & 
Martin 1985
Vernon, Green & 
Frothingham 1983
Found that having 5 or 
more siblings 
correlated with 
adolescent pregnancy.
Number of siblings 
correlated positively 
with early pregnancy
A larger number of 
sisters a factor that 
seemed to predict 
adolescent pregnancy 
in a prospective 
study.
Parents who married 
earlier
Kiernan 1980 Retrospective study of 
women born in 1946 
found that those who 
had teenage 
pregnancies were more 
likely to have had 
parents who married 
earlier.
Broken Homes/Family 
problems
Gottschalk et al 1964
Barglow et al 1968, 
Robbins, Kaplan & 
Martin 1985
Curtis 1974
In a study of black 
and white under 16s 
found that 81%
Pregnant white girls 
had at least one 
parent missing as 
compared with 52% of 
the non pregnant white 
girls (black pregnant 
girls did not have a 
higher incidence of 
broken homes than non 
pregnant black girls.)
Father absence linked 
to early pregnancy.
Mentions a prevalence 
of broken homes 
amongst the pregnant 
adolescents she met 
through her work at 
Mount Sinai Hospital
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Russ-Eft, Sprenger & 
Beever 1979
Stiffman et al 1987
In a random sample of 
1000 30 year olds, 
found that of those 
who had been pregnant 
in adolescence: "a 
difficult family or 
parental situation 
appeared to
characterise the early 
lives of these men and 
women." ie. 
alcoholism, 
separation, divorce, 
abandonment by one 
parent, death and 
chronic illness.
Adolescents who had 
been pregnant were 
raised in
significantly less 
stable homes than were 
either sexually active 
or non sexually active 
controls. Both ever 
pregnant women and 
sexually active 
controls were 
significantly more 
likely than non 
sexually active 
controls to have had a 
mentally unstable 
first degree family 
member.
Being a pre-maritally 
conceived child
Kiernan 1980 "Premarital conceivers 
who were first born 
were significantly 
more likely to have 
been conceived pre- 
maritally themselves 
than other first born 
participants"
Having sex 
earlier/more often
Furstenberg 1976 Found that this was 
the only difference 
between young mothers 
(under 17) and their 
classmates
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Earlier menstruation/ 
menstrual difficulties
Gottschalk et al 1964
Curtis, Lawrence & 
Tripp 1988
Vernon, Green & 
Frothingham 1983
Found pregnant 
teenagers (both black 
& white) started 
menstruating earlier 
than non pregnant 
controls. They also 
reported less 
discomfort and 
negative feelings 
prior to periods or 
period pain.
Earlier age at 
menarche found in 
women pregnant under 
18 when compared to 
women with first child 
in their twenties.
Failed to replicate 
finding of a 
relationship between 
age at menarche and 
teenage pregnancy
Rebellious attitude Jessor & Jessor 1975
Kane & Lachenbruch 
1973
Wilson 1980
Stiffman et al 1987
Connects rebellious 
attitude with earlier 
sexual experience
Found early motherhood 
connected with 
rebellious attitude 
too.
Found that young 
mothers were much more 
likely to have made a 
court appearance under 
the age of sixteen 
than non-pregnant 
classmates.
Teenage girls who had 
ever been pregnant and 
those who were 
sexually active had 
higher rates of 
conduct disorder than 
had
girls who had never 
been sexually active
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Parents stressing 
values of 
responsibility
Hanson, Myers & 
Ginsberg 1987
Lower rate of 
pregnancy in teenagers 
with parents who 
stressed values of 
responsibility.
Educational 
achievement/ 
Parental level of 
education
Wilson 1980
Kiernan 1980
Olson 1980, 
Swigar, Quinlan & 
Wexler 1977
Breakwell 1993
Found that 
underachievement on 
educational tests 
(compared with what 
would be expected by 
I.Q. scores) 
associated with 
adolescent pregnancy
Women who were teenage 
mothers were more 
likely to have had 
parents who had lower 
levels of education. 
They had also been 
found to have lower IQ 
in tests at age 8, 11 
and 15 and to have 
parents less 
interested in their 
educational 
attainments. They 
were more likely to 
have left school at 
the minimum age (15) 
with fewer 
qualifications.
Girls who have 
abortions are usually 
doing better at school 
then their pregnant 
term contemporaries 
and have better 
educated parents
"The major single 
predictor (of teenage 
parenthood) "is 
undoubtedly academic 
achievement" both for 
teenage mothers and 
fathers.
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Oskamp & Mindick 1983 Teenagers who became 
pregnant were more 
likely to differ 
from others in terms 
of socioeconomic 
status, particularly 
the educational level 
of main family 
members.
Parental social class Simms & Smith 1986
Russ-Eft, Sprenger & 
Beever 1979
Smith 1993
In a sample of teenage 
mothers, 74% of 
pregnancies were 
unplanned in social 
class V participants, 
compared with 44% for 
the 'middle class' 
participants.
63% of men and women 
who had become 
adolescent parents in 
the past reported a 
low income level for 
their childhood 
family.
Girls under 20 from 
deprived areas are six 
times more likely to 
have unwanted 
pregnancies than those 
in affluent areas.
The rate for girls 
under 16 is three 
times.
Commitment to hobbies Curtis 1974
Carlson et al 1984
Commitment to hobbies 
is negatively related 
to teenage pregnancy. 
Pregnant girls more 
likely to say they 
spent most of their 
leisure time sleeping 
and watching 
television, rather 
than playing sports or 
following hobbies.
Women who had 
abortions found to be 
more involved in 
school and social 
activities than were 
women carrying the 
baby to term.
59
External locus of 
control
Steinlauf 1979 Compared pregnant 
girls 15-25 with 
contraceptive clinic 
users. She found "the 
number of unplanned 
pregnancies was 
positively related to 
an external
orientation of control 
and negatively related 
to an internal 
orientation of 
control."
Lack of purpose Falk 1981 Black teenager girls 
who are carrying a 
baby to term differ 
from those who are not 
pregnant and those 
having abortions in 
that for them the baby 
was often viewed as a 
way to fulfil an adult 
role: "Term girls seem 
to be experiencing a 
void and appear to be 
trying to fill it., by 
having a baby". These 
girls were more likely 
to see their life as 
going well for them at 
the time of pregnancy 
in comparison with 
other groups.
Peers who have been 
pregnant
Landry et al 1986, 
Falk 1981
Teenagers with a best 
friend who has been 
pregnant are more 
likely to choose to 
keep their baby rather 
than abort it
Having a closer 
relationship with 
partner
Vernon, Green & 
Frothingham 1983
One of few factors 
found to have some 
relationship to 
teenage pregnancy 
onset in prospective 
study was whether 
boyfriend was listed 
as someone girl felt 
close to.
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Curtis 1974 Compared questionnaire 
answers by 30 pregnant 
or just delivered 
adolescents and 20 non 
pregnant controls from 
the same neighbourhood 
and with similar 
socioeconomic 
backgrounds. Less 
than half the pregnant 
group said they had 
close relationships 
with anyone in their 
family unlike 19/20 
controls. 12/30 said 
their boyfriend was 
the closest person to 
them compared with 
1/20 controls.
Scott 1983 REVIEW: Concluded 
teenagers often became 
parents in order to 
have something to love 
and protect, and 
because they 
romanticise the 
current relationship. 
Authors own study: Of 
123 school age 
mothers, 89% of white 
and 80% of black 
report being in love 
with their partner and 
of these 3/4 white and 
3/5 black hoped to 
marry him someday.
Brazzell & Acock 1988 Keeping a baby rather 
than choosing to abort 
linked with having a 
closer relationship to 
boyfriend in teenage 
subj ects
Olson 1980 REVIEW ARTICLE: Term 
mothers usually found 
to be closer to father 
of baby and to have 
relationships of 
longer duration.
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Simms & Smith 1986
De Amicus et al 1981
After first birth to 
teenage mothers, the 
numbers using 
contraception were 
much higher amongst 
women who had a stable 
relationship with 
their baby's father 
than for those who did 
not, and among married 
women as opposed to 
single women (75% 
versus 60%). Among 
single women it was 
higher for those who 
thought they would 
eventually marry the 
baby's father (76% 
versus 39%).
A sample of teenagers 
both pregnant and non 
pregnant indicated 
that "the pregnancy 
typically resulted 
from an extended and 
serious relationship 
with a single mate".
EXTERNAL LOCUS OF CONTROL & FATALISM
In keeping with the results on contraceptive use, there is 
again the finding that locus of control plays an important 
role in teenage pregnancy. This echoes what earlier writers 
had seen as an important cause of unplanned pregnancy in low 
social class or low income groups (Rainwater 1960; Askham 
1975). These writers have tended to underline the difficult 
nature of life in a 'deprived' family and suggested that this 
makes it impossible to plan anything. People, therefore, 
learn not to plan, and to assume that achieving their goals is 
impossible. Chamberlain (1975) looked at 81 women with at 
least 6 live children to investigate their levels of
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fatalistic beliefs. Results supported the idea that these 
women did not make plans, in part because they tended to be in 
low income families with husbands in very insecure work 
situations. There was a sense of fatalism with these women, 
who tended to let their lives lead them, rather than the 
reverse.
This fatalism and externalising of control extended to their 
child bearing; the majority of mothers felt that the number of 
children they had had was something over which they had little 
or no control. It is worth noting however, that this 
interesting study included no control group and it is 
therefore not easy to interpret.
This idea has been raised again in another form by Neal & 
Groat (1980). They suggest that meaningless or alienation are 
the main causes of unplanned pregnancies. This seems in fact 
to be the same process as that outlined by the other authors 
as they note "People who perceive their broader social 
environment as being chaotic and unpredictable are likely to 
refrain from conscious and deliberate planning and hence 
develop a lifestyle which is characterised by social drift, 
respond i ng to events as they happened rather than causing them 
to happen".
Neal St Groat (1980) support their ideas by a re-examination of 
earlier research findings in which women discussed whether or 
not they wanted further children. They compared the number of
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women who said no, with the numbers of women who subsequently 
did have a child. This broad definition was used to indicate 
those pregnancies that were 'unwanted'. Using this measure 
they found significant relationships between scores on 
feelings of 'meaninglessness' and subsequent fertility. 
However the problems with using this kind of definition of 
unplanned pregnancy seem obvious; people may say in 196 3 that 
they want no further children, but this does not mean that any 
pregnancies they have between 196 3 and 1971 are unwanted, or 
even unplanned.
SELF ESTEEM
A related area that has been investigated is that of self 
esteem. As Breakwell (1993) notes, there have been a number 
of studies which "have claimed that teenage females who become 
pregnant have lower self esteem or engage in self 
devaluation". However the reliability of their findings is 
questionable because of the wide array of measures and 
concepts employed. Certainly the finding that teenagers who 
carry to term rather than choose termination are less involved 
in hobbies and activities outside the home, seems to feed into 
this (Curtis 1974, Carlson et al 1984). External arenas and 
external relationships are often seen as vital sources of self 
esteem, and these appear to play less of a role in these 
groups of pregnant teenagers.
Also intriguing is the finding of Falk (1981) that women who
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carry babies to term seem to be experiencing a sense of 
purposelessness which the baby will help to end, and that they 
feel their life is going quite well at the time of pregnancy 
in comparison to non pregnant women and women having 
abortions. This latter finding suggests that the baby helps 
empower women who have in the past felt powerless. It should, 
however, be noted that these findings relate to a subgroup of 
pregnant teenagers: those carrying babies to term, and not to 
all pregnant teenagers.
CLOSER RELATIONSHIP WITH PARTNER
The finding that teenagers who get pregnant describe 
themselves as having a closer relationship with their 
boyfriends is also widely supported. Scott (1983) reviewed 
many of the studies on the love and marriage aspirations of 
teenagers and concluded that teenagers often became parents in 
order to have something to love and protect, and because they 
romanticise present partnerships. In Scott's own study it was 
found that of 123 school age mothers 89% of the white and 80% 
of the black reported being in love with their partner. 
Amongst these women, three quarters of the white and three 
fifths of the black participants hoped to marry him some day.
The idea of the relationship and women ' s commitment to this 
idea were, then, the key determinants of pregnancy - perhaps 
more so than the actual nature of the relationship itself. In 
fact Curtis (1974) notes that with many of the girls "fear of
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losing a man was the motivation for intercourse". Women who 
rated their relationships with boyfriends as more close were 
also more likely to keep a child rather than aborting when 
they became pregnant (Olson 1980; Brazzell & Acock 1988)
There are obviously conflicting findings in this area. It was 
earlier argued that close relationships with partners 
encouraged teenage women to use efficient contraception and 
yet it appears also to be a motivation for having a teenage 
pregnancy. Perhaps the key to this situation is in the idea 
of 'closeness' to partner. The relationship seen as key for 
efficient contraceptive use, is an 'integrated' relationship; 
one where partners are equal and share responsibility for 
contraception.
The implication of Scott's finding is that the women are 
dependent on the relationship and are in love with their 
partners, but it makes no claims that the relationship is 
integrated, or even that the love is reciprocated. If in 
fact, as Curtis argues, the women fear losing their partners 
then the 'closeness' described may be more like a one-sided 
dependence on the part of the women involved.
OTHER FINDINGS
Some authors have not demonstrated such relationships between 
demographic and sociological characteristics and teenage 
pregnancy. Cole et al (1975) compared 51 pregnant women with
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104 contraceptive advice seekers and 181 General Practice 
patient university students. They found that of sexually 
experienced women, those with unplanned pregnancies could not 
be differentiated by sociological factors from others. They 
were not more likely to hail from broken homes, did not 
believe more often that they had been unwanted children 
themselves, and did not differ in terms of educational 
aspirations or achievements. Pregnant participants tended, 
however, to rate themselves lower on achievements than their 
marks actually warranted.
This finding is echoed by Curtis, Lawrence & Tripp (1988), who 
note that "although there are sociological and physical 
demograph i c characteristics that d i st i ngu i sh them as a group 
from the general population, the pregnant teenagers are not 
separable from the general population with any degree of 
specificity or precision."
Inevitably, and most confusingly, psychiatric referral has in 
some cases been found to be associated with teenage pregnancy 
(Wilson 1980) and with the decision to carry a baby to term 
rather than abort it (Olley 1970). However other studies have 
found very little evidence of psychological and personality 
problems in the women who become teenage mothers. Robbins, 
Kaplan & Martin (1985) found no evidence for the idea of a 
particular psychological set that leads to the 'culture of 
poverty' (a continuing cycle of deprivation) when looking at 
measures of powerlessness and low self esteem in teenage
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girls. Black teenage participants reported higher self 
esteem, fewer school problems and less family stress.
Barglow et al (1968) again found no signs of psychiatric 
problems and remark: "we could not even say cons I stently that 
they were emotionally disturbed". They also found no sign of 
any of the psychoanalytic conflicts sometimes used to explain 
an inappropriate pregnancy eg. trying to restore symbolic ties 
to own mother, penis envy or the regressive use of the vagina 
as a rectum etc. The authors further remark "notably absent 
was evidence of the conscious pre-pregnancy wish for a child, 
it is almost as if the pregnancy was a 'by-product' of sexual 
re I at i ons" .
It is important to note however that the results of this study 
may not be very reliable: there was no control group in a 
first study and in a second women who had had 2 pregnancies 
were compared with women who had had no pregnancies. More, 
all subjects were black and of low social class. The study 
did not, in addition, give enough details of the "battery of 
psycho IogicaI tests" and the methods of psychiatric evaluation 
used for the reader to be sure that the evaluation is 
reliable.
Similarly Vernon, Green & Frothingham (1983) tried to identify 
prospectively the teenagers who would and would not become 
pregnant in a sample of 858 girls by using various demographic 
and personality variables and found: "there were no
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d i fferences in pregnancy rates for young women who scored in 
the iow, intermediate or high se if esteem groups." The only 
factors that did show some relationship (predicted 54 of 95 
girls who got pregnant) after discriminant factor analysis 
were: how the family of the teenager would feel about her 
pregnancy, whether her boyfriend was listed as someone she 
felt close to and how many sisters there were in the family. 
However these variables would have predicted pregnancy in 
another third of the sample who did not get pregnant.
It is possible to argue that the problems of using adequate 
control groups have lead to the difficulties in interpreting 
results on psychopathology in teenage mothers. Certainly 
Stiffman et al (1987) found no real differences between 
teenage girls who had ever been pregnant and a sexually active 
comparison group in terms of DSM III criteria for psychiatric 
disorders. However, they found higher levels of many symptoms 
in both groups, particularly those relating to conduct 
disorder and drug or alcohol abuse when comparing them with 
teenage girls who were not sexually active.
Although the use of a comparison group who are not sexually 
active may seem strange, it could be argued that it is here 
that the real differences in psychiatric morbidity lie; 
between 'rebellious' women who have sex and others, not 
between those who get pregnant and others.
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SOCIAL DEPRIVATION AND FAMILY PROBLEMS
Shaffer et al (1978) suggested that rather than look upon 
teenage pregnancy as a sign of individual psychopathology it 
might be productive to view it as part of a cycle of social 
deprivation. Many of the studies done so far have used 
particular samples, like using teenagers on welfare 
programmes, so social deprivation is a given. In studies 
where there seems to be evidence of a maladaptive family
group, for example see the work of Abernethy and colleagues 
(1973, 1974, 1975) discussed below, the studies could be
tapping the effects of deprivation on a family rather than of 
a family on its members.
Russ-Eft, Sprenger & Beever (1979) in a retrospective
interview study of teenage parents found that "a difficult 
family or parental situation appeared to characterise the
eariy lives of these men and women." ie. alcoholism,
separation, divorce, abandonment by one or both parents, death 
and chronic illness, again tending to suggest that these
factors may at least contribute to a teenager becoming
pregnant. It is worth bearing these studies in mind when 
reading the findings on the link between lack of care in
childhood and pre-marital pregnancy (see section 2.8).
A PARTICULAR TYPE OF PROBLEM FAMILY
As mentioned above, following on from the early work of Young
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(1954, 1966) some authors have looked at family types in both 
teenagers and adults in relation to unplanned pregnancy. 
Tunnadine & Green (1978) studied 147 female participants of 
all ages, rather than teenagers, presenting for abortion 
between 1969-73. The authors found that these women often had 
unsatisfactory relationships with mothers (either too close 
and clinging or too distant) although these relationships were 
often very important to them. They concluded that the 
problem in some senses stems from this earlier disturbed 
relationship and that the woman "becomes a mother because she 
has never felt mothered".
The work of Abernethy and colleagues (1973, 1974, 1975)
follows directly on from Young's earlier propositions, 
expanding on them to suggest that the problems in family 
background in some way engender unplanned pregnancy. They 
have used several types of participants; for example adult 
women who have ever had abortions (at any point in their 
lives) (Abernethy 1973), non-pregnant inpatients classed as at 
high risk of unplanned pregnancy because of their previous 
sexual experience and contraceptive use (Abernethy & Abernethy 
1974) and teenage mothers (Abernethy et al 1975). With all 
these groups, the authors concluded that they were more likely 
than controls to describe a particular deviant family 
structure.
The typical picture put forward by Abernethy and her 
colleagues includes that of parents with a distant and hostile
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marriage: a dominating mother, who was preferred in childhood, 
but turned away from during the teenage years, closer 
relationships then being developed with the father. Paternal 
relationships that are almost seductive (and in some cases can 
be incestuous) were also described.
In her earlier study Abernethy (197 3) also investigated the 
participants ' relationships with women and found those who had 
had abortions were also more likely to say their most 
important relationships had been with men, and less likely to 
see their neighbourhood as friendly, or to say they had 
received advice from friends or relatives about their 
children. "Our assumption ....is that both perceived 
ne Ighbourhood warmth and receIvIng advice on chi Id rearing are 
for a woman a function of relationships with women."
It was suggested that because unmarried mothers have felt 
closer then to the men in their lives rather than the women, 
unmarried motherhood might become the choice the woman must 
make in order to preserve her relationship with her partner. 
This in a sense echoes the work we have already discussed with 
regard the issue of closeness or dependency on relationships 
in teenage mothers (see section 1.3). Further, in the case of 
women with almost seductive paternal relationships, Abernethy 
and colleagues postulate that to avoid the pressures of the 
seductive overtones of her relationship with her father, the 
young mother may turn away to 'safer' promiscuity with other 
men.
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Despite some interesting results these studies seem rather 
problematic to interpret. In Abernethy (197 3) some of the 
women might have had abortions many years before, yet were 
being lumped together in an 'abortion' group with women who 
had only recently had their pregnancies terminated.
These participants were recruited by advertising for women who 
had earlier had abortions to come and talk about them. It 
might, therefore, be expected that there would be a bias in 
the kind of women who would respond; perhaps those for whom 
the abortion had been traumatic and provided something worthy 
of discussion.
In both Abernethy & Abernethy (1974) and Abernethy et al 
(1975) the studies used psychiatric in-patients and aggregated 
a whole range of psychiatric cases (women with various 
different diagnoses) within the pregnant group, as if the type 
of disorder they were suffering from made no difference. 
These women were compared with an inadequate control group: a 
group of women defined as 'psychiatrically normal' whose data 
had been collected for a previous study. It cannot therefore 
be established that the high risk taking women were not taking 
more risks because of their psychiatric problems, or that 
their disorder had not somehow given rise to teenage pregnancy 
rather than each being the result of a deviant family type.
Despite these problems, there is some support for Abernethy's 
postulations about pathological family types in the work of
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Cattell (1966). In a sample of 54 unmarried mothers (aged 15- 
39), he found a high rate of broken homes, but when the father 
was present he was usually passive, ineffectual and sometimes 
idealised his daughter in an almost seductive way. "One factor 
noted with startling regularity., was a feeling of not 
belonging, not having a close emot i onaI bond with someone, and 
compensatory activity to achieve a feeling of being loved."
There were no signs of differences across the different ages 
of women in the sample, indicating as Abernethy has suggested 
that this pathological type of family affects women regardless 
of age. However it is worth noting that this study had no 
control group, making its findings, once again, difficult to 
interpret. Even more strangely, 30% of the participants had 
already received a diagnosis of schizophrenia.
CONCLUSIONS
In summary, early motherhood and unwed motherhood have been 
related to a number of demographic, situational and 
psychological factors. Unplanned pregnancy, (often
confusingly combined with pre-marital pregnancy) was the focus 
of much of the earlier research, sometimes with a 
psychoanalytic slant, often inadequately controlled and 
designed.
From writers like Young (1954) onwards there has been an 
interest in the family of the woman who gets pregnant early.
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A similar picture has emerged from several studies of the type 
of family associated with unplanned and teenage pregnancy. 
Interest has also focused on whether these problem families 
might not just reflect a wider picture of social deprivation 
which in some way engenders early pregnancy. Another 
suggestion is that the deprivation forces on women a coping 
strategy that involves not coping; an acceptance of whatever 
fate decides, which makes it impossible to plan in any area.
Still the patterns described by various authors with regard to 
the 'problem family' are similar (Young 1954, Abernethy and 
colleagues 1973, 1974, 1975, Cattell 1966). All these authors 
pick out families with dominating mothers who drive their 
daughters to over involvement with their weaker fathers. The 
suggestion is made that for these women, the almost seductive 
relationships they have with their fathers, drive them to seek 
closeness with other men. This closeness, perhaps based in 
dependency rather than an integrated equality between the 
partners is also a direct cause of a pre-marital, unplanned or 
teenage pregnancy.
Reviewing the research overall, it seems clear that little 
solid and unequivocal evidence exists. The majority of the 
studies are not adequately controlled, and it seems that for 
each study that isolates a variable as correlating with unwed 
motherhood or teenage pregnancy, another study exists which 
seems to demonstrate that there is no relationship between 
pregnancy and this variable.
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Each author has seemed to use their own measurements, often 
not standardised, and rarely replicated. The field of 
unplanned pregnancy, not usually investigated under this title 
as such (in the main, old studies focus on unwed motherhood 
and newer studies on teenage pregnancy) is in dire need of a 
piece of research using a tried and tested method of 
collecting qualitative data, with well controlled groups of 
participants of various different ages. The research here has 
attempted to include all the possible areas of influence 
(fatalism, partnership, relationships with family members and 
so forth) and to assess their relative contribution to 
unplanned pregnancy.
2.4. RESEARCH ON LIFE STRESS & PREGNANCY
Research on the effect of particular life stressors on the 
timing of pregnancy is not very developed. Again studies are 
often inadequately controlled or rely on data from a small 
number of case studies of women referred to a psychiatrist. 
As always there is a problem in generalising from the results 
of older studies given the changes in society's attitudes to 
such issues as extra-marital pregnancy and single motherhood.
There has long been a sense amongst some of the key writers on 
unmarried motherhood that life stress played an important 
role. For example Young (1954) notes: "sexual experIence
frequently occurs at a time of stress in the girl's life. it 
might be prec i pi tated by her first attempt to leave home and
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stand on her own feet or by strain and changes within the 
fami iy or occasional iy by the legitimate pregnancy of a sister 
with whom she has been competitive." However, in the main, 
very few studies had actually tried to probe the relationship 
between stressor and timing of pregnancy.
There are however some studies that indicate an involvement 
between life stress and the timing of pregnancy. Loesch & 
Greenberg (1962) and Greenberg, Loesch & Lakin (1959) produced 
illuminating studies of a group of 31 unwed mothers. In the 
former, the authors compared 31 unwed and 22 wed mothers for 
signs of conflictuel attitudes to pregnancy. During this 
study they noticed that the unwed mothers often showed 
significant life change prior to pregnancy, usually in the 
form of losses (separation or death of parent, partner, 
significant other or loss of job/position). It seems to be 
assumed in this study that unwed mothers had had unplanned 
pregnancies and wed mothers had had planned pregnancies and 
that the latter were not likely to suffer from unconscious 
needs to replace love objects.
The details of the interviews with the unwed participants are 
included in the study by Greenberg et al (1959). The authors 
note: "Many of the part IcI pants had exper i enced a separat i on
of sIgn i f i cance within a few months precedIng the pregnancy" . 
Of the participants with loss-type events, 80% had happened 
within 6 months of conception and 50% within 3 months. 10 of 
the 31 had had recent deaths (including of a previous foetus)
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and 24 of the 31 had had recent separations.
Overall two thirds of participants had had a multiplicity of 
different separations. "Genera!ly speaking most separations 
were from an Ind i v i dua I who funct i oned either as the source of 
dependency gratification or who was sought after for that 
purpose." The authors themselves explained the findings by 
saying that having suffered a loss the women attempted to 
replace it in an unconscious way, by becoming pregnant. They 
postulated the involvement of depression as a mediating 
factor: with women who became depressed after a loss event 
later having an unplanned pregnancy.
There are problems with the applicability of this study today. 
All participants were from a foundling home and the population 
studied was therefore, limited even for unwed mothers in 1959 
(and being an unmarried mother in 1959 was, of course, very 
different from being an unmarried mother today). There was 
also much evidence of early emotional disturbance in the 
participants and many described their own mothers as distant. 
The study was also not adequately controlled, the 22 controls 
were examined more for their attitudes to pregnancy, and life 
events information was not systematically collected.
LOSS EVENTS & OBJECT LOSS
Despite the limitations of Greenberg et al's (1959) study 
however, it has had a wide influence on the work in this area.
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other writers since have also found similarly raised levels of 
loss-type events in women with unplanned pregnancies. 
Rosenthal & Rothschild (1975) studied 40 girls aged 12-17 who 
had applied for abortion to see whether anything new or 
unusual had happened at the time immediately before 
conception. Fourteen of the forty women had had loss events 
(death, divorce or geographical separation) involving close 
relatives in the 12 months before pregnancy. The authors 
suggest that the high rate of loss events in this sample 
reflected the social disorganisation of the girls studied.
Tunnadine & Green (1978) studied 147 female participants 
presenting for abortion between 1969-73. The authors found 
that the timing of the conception often followed a major 
crisis in the patient's life, or seemed in response to events 
within a disturbed family. Gottschalk et al (1964) also 
mention that amongst the black teenagers in their sample, 
there was more likelihood of a death in the family in the two 
years prior to conception for pregnant participants when 
compared to non-pregnant participants.
Englestein et al (1979) studied 8 pregnant unmarried 
participants, 4 of whom had a planned pregnancy and 4 of whom 
were ambivalent as to whether they conceived or not, and found 
that all participants had experienced either "the d i ssoIut i on 
of a romantic relationship or some other ioss... inoiuding 
multiple losses of Important people through separatI on or 
death and the dIssolut i on of Important heterosexua i
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re ! at i onsh i PS".
As all 8 of the participants described their mothers as 
unempathetic and unaffectionate the authors tended to 
postulate that the present loss event had "resonated" in the 
participants because of her past experience of distance and 
separation from her mother. This had supposedly led to 
anxiety and depression and made the participants at least 
ambivalent to the idea of pregnancy. It is worth noting the 
small numbers in this study, all of whom were self selected, 
the lack of control group and the fact that it again employs 
psychotherapy case study reports rather than data collected 
using standardised methods.
Kane et al (1973) compared 99 single white pregnant women 
seeking abortion) with 79 non pregnant single white women. 
10% of the pregnant group had had an important loss before 
pregnancy. This occurred most often in a significant personal 
relationship. This is presented as if it were a high rate, 
although the authors do not give the percentage of women in 
the control group who had had such loss events, making this 
finding difficult to interpret. Again the authors suggested 
the pregnancy was the result of unconscious motivation aimed 
at replacing this loss. In an article describing case studies 
of unmarried mothers, Heiman & Levitt (1960) reach a similar 
conclusion - that object loss, possibly mediated by 
depression, is often followed by pregnancy in an attempt to 
correct that loss.
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Swigar and colleagues have also made interesting contributions 
to this area of research. Swigar, Bowers and Fleck (1976) 
relate 7 case studies of women seeking abortion who had had 
recent deaths of parent prior to conception. Again they 
suggest that there is an unconscious wish for pregnancy to 
combat the sense of loss, and the case studies serve to 
illustrate clearly this point. However, this study lacks 
controls and uses only case studies. Also considering that 
over 400 women were interviewed by the authors at different 
times, the rate of 7/400 does not seem particularly high.
Swigar, Quinlan and Wexler (1977) compared women who had 
abortions with women who dropped out and carried their 
children to term. They found that the women who decided 
against abortion had had significantly more family illness in 
the year before their pregnancy. However, this result is 
again questionable due to the lack of an adequate control 
group.
Coddington (1979) studied 121 adolescents who were currently 
pregnant or who had been pregnant in the previous year (aged 
14-19), and 261 controls (aged 12-20) to see whether they had 
experienced high rates of life events in the preceding year. 
It was found that the pregnant group differed markedly in 
terms of events that occurred within their families: "The
pregnant group reported the death of a parent, the separat i on 
of their parents, the death of a grandparent and the iiiness 
of a parent significantly more than did the non-pregnant
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controls." The pregnant group were also non-significantly 
more likely to have lost a sibling. Also they had had more 
threatened losses. Fifty four percent of the pregnant group 
reported death of at least one family member in the previous 
year compared with 23% of controls. "The remarkab le death 
rate (parents, grandparents and siblings combined) in the
families of pregnant girls averages to 1 .231 deaths per girl".
The pregnant group were also more likely to have broken up 
with their boyfriend in the last year: 28.4% reported at least 
one marital separation or divorce. A severe limitation of 
this study is that for some reason the authors did not
ascertain when the events had happened. It is, therefore, not 
clear whether in all cases the loss events described were 
prior to pregnancy. It is also worth noting that the pregnant 
and non pregnant groups were very different demographically: 
the former being of lower social class and more often black 
than the latter. The authors argue that in a prior life 
events study conducted by them, with a similar young group of 
participants, race and class accounted for a very low
proportion of the variance.
OTHER RESEARCH USING MEASURES OF LIFE STRESS
Other studies have used checklist measures of life stress to 
assess whether the overall numbers of life events are
increased in women prior to pregnancy comparative to at other 
times. Both Williams et al (1975) and Rahe et al (1964) using
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different life stress checklist methods found an increased 
rate of stressors as the time of pregnancy approached. Rahe 
et al (1964). noted "This suggests that the changes observed 
may we i i pi ay a roie in determining the planning of or 
susceptibility to conception and hence, the timing of 
pregnancy".
However, given the wide ranging criticisms of checklist 
approaches to collecting life events data, these findings may 
not indicate anything of much interest. For a further 
discussion of the failings of such methods, see the section on 
life events research below.
Finally Lehfeldt (1959) describes his observations of 
psychotherapy patients who despite being 'intelligent' and 
knowing about contraception, still allowed themselves to get 
pregnant when they did not want to. Apart from being 
described as 'psychoneurotics' at least 20 of the women 
studied or their partners were under severe stress caused by 
marital infidelity, severe illness, death, fear of sterility, 
pre-menopausal panic, protracted engagement period, religious 
conflict concerning contraception, fear of remaining single, 
impotence or immaturity. Given the broad definition of severe 
stress used by Lehfeldt, it seems that virtually every woman 
is in a position of risk for unplanned pregnancy.
In the main, the studies have reported positive relationships 
between life stress and pregnancy. There is, however one
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study that has failed to demonstrate any relationship, and 
this is perhaps the best controlled study in this field of 
research. DeAmicus et al (1981) compared 44 pregnant 
adolescents and 15 never pregnant sexually active 
contraceptive clinic users. The participants were asked if 
they had suffered a recent crisis which was defined as a 
traumatic event involving the subject, a close relative, or 
friend in the year preceding the interview.
The pregnant group did not differ in any way from the 
comparison group. There were also similar rates of broken 
homes amongst the two groups. The authors conclude: "these 
results provided no evidence that the pregnant sample 
experienced inordinate stress or pressures in the period 
immediately preceding their pregnancy".
There is no clear explanation for this different finding. It 
may be that a key distinction is being passed over in this 
study. The women involved were all teenagers, and all unwed, 
but there is no record of to what extent the pregnancies were 
unplanned or unwanted. The authors merely state that only a 
minority of the sample stated having 'desired' the pregnancy. 
This indicates a possible difficulty in generalising the 
results of earlier studies to today's more permissive climate. 
In the 1950s when Greenberg wrote, and even to some extent in 
the early 1970s women who became pregnant outside marriage 
were more likely not to have planned the pregnancy.
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In the USA today, teenagers who are unmarried are increasingly 
keeping children without facing society's moral sanction, 
particularly within the Afro-American community (from which 
the DeAmicus sample was drawn). The idea that the girls in 
this sample were not wholly negative to the idea of pregnancy 
is supported by the authors noting the positive responses of 
the partners to the news of the pregnancy. It may be that 
today the intentionality of pregnancy is a far more crucial 
variable than in the past, when an unwed or teenage pregnancy 
was likely also to be an unplanned pregnancy. Within the 
current research the issue of the intentionality of pregnancy 
is key to the grouping of the participants involved.
CONCLUSIONS
Overall, then, there has been little in the way of previous 
research on the timing of pregnancy that has looked at life 
events and stressors, and those few studies that there have 
been suffer from severe design limitations. However, although 
the results of these studies cannot be trusted completely, 
their findings are interesting and the theories that they 
explore are evocative. The idea that a loss event, perhaps 
requires a neutralisation through pregnancy recalls some of 
the premises suggested by psychoanalytic writers, as well as 
fitting neatly with the idea of 'specificity' which is 
discussed below in connection with life events research. 
Briefly, this is the theory that it is specific features of 
certain events which make them important in the onset of
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psychiatrie and physical illness. In this case, the event and 
response seems tailor made: an event where the woman suffers 
a loss of love object is followed by a pregnancy; ie. an 
attempt to restore that important relationship or an 
equivalent one (for further discussion of this point, see 
below).
2.5. A ROLE FOR FECUNDITY
The arguments concerning the role of social stressors in the 
timing of pregnancy have concentrated on the idea that the 
pregnancy is either the result of a woman's unconscious wish 
for a child to replace an object she has lost, or is the 
result of the stressors leaving her incapable of planning 
contraceptive protection.
There is a third possible way in which life events could have 
an effect on when a woman becomes pregnant: the events could 
alter in some direct way her biological fertility. There has 
not been any research to look directly at the possible 
positive effect of life events or stressors on fecundity. In 
the main, any research in this area has focused on the 
negative effects of stress and their role in producing 
infertility.
INFERTILITY
Infertility has tended to be studied from two directions:
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either as evidence of psychiatric disorder or in terms of the 
relationship between stress and biology. Earlier work tended 
to focus on the relationship between psychiatric symptoms and 
infertility. Most commonly a distinction was made between 
couples who are organically infertile; have a recognisable, 
physical problem that explains their infertility, and 
functionally infertile; have no observable reason for 
infertility. It is the latter group who have often received 
the attention of psychiatrists and doctors, and who bear the 
stigma of being labelled infertile because of their 
'psychological problems'.
For example, Jeker et al (1988) used psychodynamic interviews 
with 116 infertile couples (both organically and functionally 
infertile). Results suggested that the majority of women 
patients were very conflictuel about the idea of parenthood 
especially those female participants with functional 
infertility. Subsequently there was a very low rate of 
pregnancy in the women with highly conflictuel feelings about 
wanting children.
This study is typical in suggesting the problem is internal to 
the women. They are labelled as being ambivalent about 
children and this is provided as the reason why they cannot 
conceive. It blatantly ignores reality which is that most 
women are at least slightly conflictual about pregnancy, 
hardly surprising given that it will provide them with an 
ongoing full-time job for at least 16 years. This particular
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study, like many others, does not have a control group of 
fertile women, which is a grave design flaw and makes 
questionable the validity of its results. Perhaps the authors 
feel that conflictual feelings are only important when a woman 
cannot conceive, and not when she is seen as having 'normal' 
fertility.
Other studies and reviews have come to the conclusion that 
there really is no reason to believe that infertile women 
suffer more from psychiatric problems than women who are 
fertile (Noyes & Chapnick 1964; Edelman & Connolly 1986; 
Kremer-Nass & Frijling 1988; Freeman, Garcia & Rickels 1983). 
However, it does make general intuitive sense that the 
psychological state of a person might be connected to their 
physical state, including their fertility. As O'Moore et al 
(1983) remark "It seems reasonabIe to suppose that some 
psycho IogIcaI factors are In operatI on when one cons iders that 
46% of Infertile patients attending a Dublin clinic conceived 
during the course of InvestI gat Ions before active treatment 
commenced."
Many investigators have started to probe the idea that 
infertility and any concurrent psychiatric symptoms are co­
effects of the same cause: stress. Work by Harrison and
colleagues (1979, 1981, 1984, 1986) has traced a possible
relationship between stress and infertility by using both 
psychological and physiological measures of stress. A major 
field of research has grown up around the idea that this
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heightened stress in infertile couples can be measured by 
testing for abnormalities in the various body chemicals. The 
most frequently cited chemical pathway is that relating to 
prolactin, a reproductive hormone found to be associated with 
reactions to stress.
Various studies have sought to see whether prolactin levels 
are increased in the female members of infertile couples. 
Harper, Lenton & Cooke (1985) have reviewed the stress- 
prolactin-infertility research. They point out the links 
between infertility and increased levels of prolactin: for 
example, it is well established that sustained 
hyperprolactinaemia leads to amenorrhoea in women and reduced 
potency in men. It has also been found that infertile women 
seem to have higher overall prolactin levels and to peak at 
intervals showing spikes of prolactin.
In general research on prolactin levels has confirmed its 
relationship to stresses of many kinds: anticipation of major 
surgery (Sowers et al 1977); following maiden parachute jumps 
(Noel et al 1976); following minor medical procedures like 
breast manipulation and venepuncture (Noel et al 1972); exams 
in medical students (Johannsson et al 1979). Koninckx (1978) 
found raised levels after examination at an infertility clinic 
though these results were not confirmed by Pearce et al 
(1980). The last finding further underlines the problems in 
estimating the direction of causation. Medical examinations 
and so forth are frequent for women undergoing infertility
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treatment and so the treatment may in fact be the cause of the 
raised prolactin levels.
Harper and colleagues' own study (1985) took these findings 
further and found significant positive correlations between 
measures of stress, state anxiety and prolactin levels before 
first examination at an infertility clinic. It is worth 
noting that as usual the study included no control group. 
Harrison et al (1979) Studied 30 infertile couples and found 
11 of them showed raised prolactin levels at some point over 
a 6 month period and that this group were far less likely to 
get pregnant than the other 19 couples following the study.
O'Moore et al (1983) attempted to relate the findings on 
prolactin levels to psychological disorder. They tested 13 
infertile couples and 10 couples with 'normal' fertility on 
various psychological measures and recorded their prolactin 
levels. Participants were then given 8 weeks autogenic 
training (a stress relief programme) and then reassessed. 
Results showed the infertile women were more anxious, guilty 
and self reproaching, and got more frustrated by the test that 
did women in the control couples. These tendencies reduced 
after autogenic training as did prolactin levels which had 
been significantly higher in the infertile women than in 
female controls.
The major problem with all of the research on infertility is 
that it is impossible to know whether stress or psychiatric
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difficulties cause infertility, are caused by it or are 
concurrent effects of something else. As Sandler (1968) 
points out, the stress of having to try to get pregnant could 
be enough to cause infertility. Bevis (1951) had previously 
found a placebo effect; that taking women into hospital and 
doing a lot of tests on them was often as effective a remedy 
for infertility as hormone treatment. If anxiety or 
frustration play major roles in preventing pregnancy, it could 
perhaps be argued that once the participants entered hospital 
and felt that they would soon be cured, they were able to 
relax, and following that, to conceive.
Further, Morse & Van Hall (1987) criticise the blanket use of 
the word 'stress', without further definition, in the 
discussions about infertility. They also object to the 
division of infertility into 'organic' and 'functional' groups 
when in fact any treatment for fertility must address both: 
biology and psychology must be integrated to find out "what 
stable factors (e.g. organic damage, personality style) and 
what unstable factors (e.g. reactive coping, neuroendocrine 
changes) are triggering, respond Ing to and mai ntai nIng the 
changes which result In the infertile condition." It could 
perhaps be argued that given these two criticisms much of the 
previous work needs to be viewed with caution.
A further criticism might be levelled against the general 
assumption that the infertile couples are continuing to have 
sexual intercourse as often as control group couples. The
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suggestion is that stress has not altered their fertility by 
altering sexual behaviour, but that any amount of sexual 
contact will not result in pregnancy because stressors are 
inhibiting biological fecundity. In many cases this 
assumption is made without any attempt at verification.
The studies on infertility then, have tended to focus on 
fecundity at the expense of looking at sexual behaviour while 
the studies on unwed and teenage motherhood have never looked 
at fecundity. Unfortunately an investigation of the fecundity 
of women who undergo unplanned pregnancies is also beyond the 
scope of this research. However it is worth drawing together 
some of the strands of work that might relate to such a 
discussion.
HYPERFERTILITY
Greenberg and colleagues (1959) made an interesting 
observation when interviewing 31 unmarried mothers. The 
authors describe how surprised some of mothers were to find 
themselves pregnant because they had taken no more, in many 
cases less, contraceptive risks in the month when they 
actually conceived. Many mentioned that they had been 
promiscuous for some time without using contraceptives at all. 
The authors note that for many of the mothers "the time of 
concept i on apparently occurred at a rather unusual time of the 
menstrual cycle, for example the day fo11owIng menst ruatI o n ."
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This evidence is based on the recall of women in quite 
difficult circumstances (living in a foundling home, pregnant 
in 1959) and therefore could be argued to be extremely 
unreliable. The authors, intrigued by this finding however, 
went on to postulate that perhaps the women had been in a 
state of sterility or lowered fertility until the object loss 
event, or the depression associated with it made them fertile 
again. Another alternative was that the loss event had 
somehow made these women hyper-fertile.
Although the authors did no more than outline this suggestion, 
it is a very interesting one. Further than postulating pure 
unconscious motivation as responsible for the conception, it 
implies that there had been a biological change in the women. 
Women were more fertile, not just more careless with 
contraception.
The case studies reported by Swigar, Bowers and Fleck (1976) 
are also interesting in connection with this idea. It is 
striking how easily the women involved conceived; often with 
only one occasion of unprotected sex or during a few days 
lapse from taking the pill. Doctors, in the main, recognise 
that it takes a period of months to completely clear the body 
of the effects of the pill, and as Parkes (197 6) points out 
"The probability that a conception will result from a single 
act of coitus is small". Again these women had suffered 
severe losses; in all cases death or severe illness of parent 
or surrogate parent.
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REPRODUCTIVE SUPPRESSION & SUBSEQUENT REACTIVATION
The effect of social stressors on fecundity in animals has 
been investigated to some extent. In 1956 Van der Lee and 
Boot documented the Lee-Boot effect. They discovered that 
when four or more female house mice were kept together and 
away from male house mice, their menstrual cycles became 
longer and longer and finally ceased altogether; they lost 
their fertility. Oestrus returned again very quickly when 
they were placed back in a situation with males (Van der Lee 
& Boot 1956). Whitten (1956) supplemented this with the 
finding that putting female mice near an extract of male urine 
would accelerate the return of oestrus. There is obviously 
some factor, probably olfactory, which can exercise enormous 
power over the fertility of the female mice, and which makes 
them become suddenly fertile in the presence of certain cues.
The Lee-Boot effect has since been demonstrated in deer mice 
and two species of vole although it has been hard to 
demonstrate in rats (Bronson 1971), and in higher order 
mammals like sheep (Hulet 1959) and angora goats (Shelton 
1959). Clearly this adds little to any arguments about human 
beings. However the work of McClintlock and others discussed 
below has attempted to probe the presence of similar factors 
in young women.
The work on menstrual synchrony suggests that the timing of 
when a woman is fertile can be profoundly affected by social
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life. McClintlock (1971) conducted a famous study of 137 17- 
22 year old college students, finding that over a six month 
period their menstrual cycles became synchronised, but only if 
they were close friends who saw a lot of each other. It did 
not seem to matter whether or not they lived together which 
suggests that the synchrony did not happen as an effect of the 
living environment, ie. age, diet, light levels and so forth.
McClintlock also observed some indication of a kind of Lee- 
Boot effect in women who saw men less than 3 times a week. 
They had significantly longer cycles than the national norm of 
28 days. Though this only shows a correlation, many of the 
participants spontaneously indicated that they became more 
regular and had shorter cycles when they dated more often.
The finding of menstrual synchrony in close friends has since 
been replicated on several occasions (Quadagno et al 1981, 
Graham & Mcgrew 1980, Russell et al 1980) and appears to be 
due to some kind of olfactory cue produced by women who pull 
other women into synchrony with them (Russell et al 1980). 
None of these studies was able to find any evidence of longer 
cycles in women who had less interaction with men, suggesting 
little support for a Lee-Boot effect in humans.
Wasser and Isenberg (1986) point out that women who 
demonstrate 'reproductive suppression', that is to say who 
fail to conceive or suffer miscarriages, are stigmatised 
rather than being treated with respect like their counterparts
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in the animal kingdom. The authors suggest that failure to 
reproduce actually represents the interests of the women 
involved and indicates that a birth at this time would be 
detrimental to the mother, the child, or is less good at this 
time than it would be at some point in the future. They 
counsel against complex interactions to prevent such filtering 
systems and argue that women should accept that their body 
knows better than they do when to allow a pregnancy to occur.
These systems of suppression in animals and their slight 
echoes in the human population are interesting. They indicate 
which social factors seem to prevent pregnancy and therefore 
feed directly into the work on infertility discussed above. 
There does not seem to have been any evidence for the positive 
side of the Lee-Boot effect; that fertility returns again very 
quickly in the presence of certain cues.
Parkes (1976) however does mention that intense sexual 
activity has been said to stimulate ovulation at other points 
of the menstrual cycle. This finding has been used to explain 
the higher than average rates of conception following rape. 
Parkes suggests that the fear and anger caused by rape, work 
in much the same way as does intense sexual activity; to speed 
up the release of a follicle. This is the only evidence in 
this area, and is at best anecdotal.
Finally, there is some evidence that the widely observed 
patterns of seasonality of births in different cultures are
96
the effect of social rather than climatic factors. Bantje 
(1988) studied two populations in Tanzania and found that 
conceptions increased at the time of greatest stress; with the 
highest climatic temperatures and heavy workload of the 
harvest. This is in direct conflict with the suggestions of 
many writers who have tended to view the seasonality of births 
reflecting a genetic advantage to mothers who conceive when 
life is more peaceful and temperatures are at their most 
comfortable.
CONCLUSIONS
That there is very little evidence to suggest that events and 
difficulties can affect a woman's fertility is perhaps a 
result of the lack of work in this area; which is itself in 
part the result of the difficulties inherent in trying to 
measure fecundity in humans. Other than that, the studies 
have focused on infertility, presenting the opposite picture 
of how stress can affect fertility to the one that is examined 
in the present study.
It could perhaps be argued that the events that precede 
infertility are those that provoke anxiety and raise prolactin 
levels. An opposite supposition might be that events that 
promote depression, for example loss events - the very events 
which seem to arise before unplanned pregnancy - could be 
those that play a crucial role in increased fertility, if such 
a thing exists. This would presumably operate through another
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Chemical pathway, perhaps that related to follicle-stimulating 
hormone, although the precise details would require further 
study in vulnerable populations.
While this study does not attempt to focus on fecundity, 
questions about levels of unprotected sex were asked, which 
might be able to provide some insight into possible changes in 
human fertility as a result of particular types of stressor. 
Any remarks about the timing of conception within a given 
cycle were carefully noted.
2.6. MENTAL & PHYSICAL ILLNESS AND LIFE EVENTS AND 
DIFFICULTIES
CHECKLIST METHODS OF DATA COLLECTION
Although life events have been studied for some time, most 
life event studies reported in the literature have used a 
checklist questionnaire approach to data collection; for 
example the classic Social Readjustment Rating Scale (Holmes 
& Rahe 1967). Cohen & Wills (1985) mention that at the time 
of writing over 90% of life events studies were using 
checklist measures. These measures require that the 
respondents tick a list of predefined experiences (such as 
house-move or birth of a child) if they have occurred in a 
defined period - usually before interview, but sometimes 
before the start of treatment for a certain disorder.
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Each of these experiences has previously been allotted a 
'typical score' on a dimension of change or stressfulness say 
from 0 (no change/distress likely) to 100 (maximum change 
/distress). Scores for each individual's experience are then 
summed to give the person a total score, and these scores are 
the most frequently used measure employed in analyses. Such a 
procedure has a number of disadvantages, involving measurement 
bias and imprecision, particularly as far as time is 
concerned.
First it leaves it to the respondent to define what is, for 
example, a 'serious illness' or 'someone close' (to whom such 
an illness may have occurred). This leaves room for bias to 
creep into the data as the more anxious respondents will 
define as serious illnesses those which more sanguine 
personalities will consider only minor (e.g. a bout of 
bronchitis). Similarly respondents who have become depressed 
may look back and redefine their neighbour who has moved to 
Australia as 'very close', while those who have not suffered 
depressive onset may continue to feel friendly but not 
romanticise the degree of closeness of the relationship before 
the move.
Dohrenwend, Link, Kern, Shrout & Markowitz (1987)
demonstrated this severe limitation when they asked 
respondents to not only note the events they had undergone in 
the past year, but also to describe them. The investigators 
then rated the descriptions on the desirability of the change
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involved. They were surprised by the wide variety of 
different perceptions of the same event: for one person being 
laid off from a job of work was a severe problem, for another, 
who had been doing the job only to fill in from their real 
career as a musician, it was much less serious.
Second the checklist approach fails to deal with the meaning 
of events for individuals: a marriage to a man known for some 
time and whom a woman's family know and like in a secure 
financial situation, has a totally different meaning from a 
marriage in haste to an unreliable partner of whom all a 
woman's friends and family disapprove, but both would get the 
same score on the checklist system.
There are also further reasons to criticise the checklist 
approach to collecting life events data. The resulting 
measures tend to have low reliability, both when participants 
are re-interviewed about the same event and when different 
judges are asked to rate the 'stress' involved in particular 
events. Perhaps directly related to this is the inconsistency 
of results gained from using these methods.
Further, it has for the most part been assumed that events can 
be summed : if a person has two events, this will be double the 
impact of one. While there is no evidence for this 
assumption, it has had the effect of diverting interest from 
the 'meaning' of events to the number and additivity of 
events. However, subjective judgements of the 'meaning' of
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events are allowed to enter the picture, the problems of bias 
and subjectivity become acute.
THE LIFE EVENTS AND DIFFICULTIES SCHEDULE
The current research used the Bedford College Life Events and 
Difficulties Schedule (LEDS), the full version of which was 
first produced in 1969 to look at life events and
difficulties. The second edition of the schedule was issued 
in 1989. The LEDS is able to transcend in many ways the 
problems discussed above (Bifulco et al 1989).
The LEDS uses systematised investigator-based ratings which 
mean that the same criteria for including an ' illness to 
someone close' are employed with all respondents, thus
reducing bias. Each event is rated using a 'contextual' 
method of rating which captures variations in meaning of 
events for the individual without specifically taking account 
of the emotional appraisal of the individual concerned.
The contextual threat rating, is then a judgement made by the 
investigator about the likely threat such an event would form 
for any person resembling the person concerned, bearing in 
mind his or her biography, prior plans and current 
circumstances. This judgement attempts to ignore, on the
other hand, the report of the individual about his or her 
reaction to the event. The contextual ratings thus deal with 
specific meaning, in the sense of taking into account the set
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of circumstances surrounding a particular event or difficulty, 
but reduce bias by ignoring the individual's subjective 
account. Further more detailed description of the LEDS 
methodology is provided in the method section below.
One of the important differences of this approach from that of 
checklist methods is its ability to collect very detailed data 
about the qualities of events. This allows it to focus on how 
particular qualities of events may affect the onset of 
particular disorder. The qualities of the events studied 
could be relatively general in nature, such as particular 
levels of contextual threatfulness, or more specific such as 
the qualities of inherent loss, challenge, stigma or 
frustration (or all of these at once) in a given event. It is 
at this level - the specific nature of the stress experienced 
- that the LEDS has provided some of its most illuminating and 
interesting findings.
SPECIFICITY & THE LEDS
This places the methodology in the position to shed some light 
on the debate over 'specificity'. The 'specificity 
hypothesis'; the idea that particular disorders arise from 
specific particular circumstances, has often in the past been 
viewed more as a psychoanalytic approach. Many psychologists 
have, by contrast, tended to emphasize the overall effects of 
stress in general on illness in general. For this reason much 
of the work conducted in the specificity tradition was
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fragmentary and unreliable. Moreover the specificity 
considered was nearly always that of the underlying feelings 
or attitudes of the person rather than the specific nature of 
the environmental demands made upon that person.
Below is a review of the research conducted using the LEDS. 
Throughout this short review, the meshing of particular events 
with the onset of subsequent disorder, both psychological and 
physical, is striking. Although no previous work has 
investigated the relationship between life events and 
pregnancy using the LEDS, it has been administered in a 
variety of different studies of women in the general 
population, using the LEDS and strict case criteria of 
depression (Finlay-Jones et al 1980; Brown, Craig and Harris 
1985). All these studies agree that the majority of the 
affected women have experienced a provoking agent before 
illness onset. The actual proportion with a provoking agent 
ranges from 62 to 94%, with an average of 8 3% (Brown and 
Harris 1978; Brown and Prudo, 1981; Costello 1982; Campbell et 
al 1983; Cooper and Sylph 197 3; Finlay-Jones and Brown 1981; 
Brown et al 1986; Parry and Shapiro 1986; Bebbington et al 
1984). Clearly then, the role of life events and difficulties 
is of crucial importance in depression.
In a recent prospective study a four point rating of loss, 
developed in earlier research (Finlay-Jones and Brown, 1981), 
was amended and elaborated. Six types of severe event were 
considered to involve loss: (1) bereavement; (2) separation;
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(3) loss of employment by the subject or chief wage earner of 
the family; (4) loss of material possessions; (5) loss of 
physical health by subject; (6) loss of a cherished idea, such 
as belief in a key person's commitment, faithfulness or 
trustworthiness (Brown, Bifulco & Harris,1987). Severe events 
involving loss were more likely to be followed by depression 
than those not involving loss: 27%(24/88) as compared with 12% 
(5/42) . At the same time, it should be noted that women in the 
latter group still had a higher rate of depression than those 
who experienced no severe event: 12 per cent (5/42) compared 
with 2 per cent (3/173).
ANXIETY AND THE DIMENSION OF DANGER
A general practice study in north London (Finlay-Jones and 
Brown, 1981) identified 13 patients with anxiety states of 
recent onset and compared them with 32 cases of depression 
occurring in the same population during the same period. Of 
the latter group, 17 had no anxiety symptoms, and were 
considered cases of pure or unmixed depression, while the 
remaining 15 were mixed cases, with anxiety as well as 
depressive symptoms. Psychiatric symptoms were assessed, using 
the Present State Examination or PSE (Wing et al, 1974). 
Finally a comparison group of 119 consulting patients with no 
psychiatric disturbance was also interviewed using the LEDS.
In this study, a new LEDS dimension of contextual danger was 
rated and compared with the dimension of loss. The severity
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of danger was defined as the degree of unpleasantness of a 
crisis (usually a loss) which might occur in the future as a 
result of the event. Such a future crisis should be more than 
a remote possibility, though not certain to occur. A typical 
example of an event spelling severe danger is a father's first 
heart attack, calling for an emergency in-patient admission: 
an event after which any daughter might remain worried about 
further possibilities of life threatening heart attacks in her 
father.
Events with severe loss were found more often in cases of 
depression, pure or mixed, than in cases of anxiety or the 
mentally healthy; whereas events involving severe danger 
occurred more often in cases of anxiety and those of mixed 
anxiety and depression. Experience of both severe loss and 
severe danger, either as two separate events or as a single 
event having both qualitative aspects, were found most often 
in the mixed cases.
It is interesting to note within the results of these studies 
the link between specific qualities of event and specific 
disorders. The detailed quality of data provided by the LEDS 
methodology in both cases allowed interesting discoveries 
relating to specificity. The link between a state of 
vigilance on guard against a future danger arid the arousal of 
the autonomic nervous system which accompanies anxiety states 
makes intuitive sense. Vulnerability factors were found in 
both pieces of research.
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The absence of a confiding relationship with a husband or a 
boyfriend has been identified in a number of studies as 
potentiating the impact of severe events in relation to 
depression (Brown and Harris, 1986) and was found to be so 
again for the 32 patients with recent-onset depression in this 
general practice study, but not for the 13 with anxiety states 
(Finlay-Jones, 1989).
The latter, by contrast, showed a higher than expected rate of 
parental divorce in childhood. This had lead, almost 
invariably, to separation from the father - 38% (5/13) among 
cases of anxiety with no depression. Among cases of depression 
without anxiety by contrast only 6% (1/17) had had such a 
childhood experience in the depressive group. The mixed cases 
and the non-cases showed intermediate rates 13% (2/15) and 
9%(11/119) respectively. This lack of a confiding
relationship is therefore seen as a key vulnerability factor 
in depression, while separation from father seems to make a 
woman vulnerable to later anxiety.
Childhood loss of the mother, previously found to be a key 
vulnerability factor in other studies of the onset of 
depression, in particular in the community study discussed 
above (Brown & Harris 1978), was too infrequent an occurrence 
to permit adequate investigation of its role as a 
vulnerability factor in this study. Other work has indicated 
that it is often linked with poor ability to confide in a 
partner in adult life (Brown and Harris, 1978; Harris et al,
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1987) and that the vulnerability to loss conferred by each of 
these factors may stem from a similar source, ie. the sense of 
inability to restore what has been lost. Such a sense may 
develop in the absence of a context of continuing support 
either from a mother-figure in childhood or from the partner 
in adulthood.
The mention of object loss recalls the studies on unplanned 
pregnancy discussed above, and the original psychoanalytic 
ideas given to explain it. It is interesting to notice the 
connection that keeps being drawn between loss events and 
depression and to postulate a further link to unplanned 
pregnancy (Greenberg et al 1959, Coddington 1979).
By contrast it is tempting to speculate that loss of the 
father in childhood, through divorce (often preceded by 
violent parental disagreement), may act as an indicator of an 
underlying disposition to be vigilant against dangers and 
violence, which could form a vulnerability to anxiety.
s c h i z o p h r e n i a  a n d  'INTRUSIVE EVENTS'
Other studies using the LEDS have investigated the aetiology 
of schizophrenia (Brown and Birley, 1968, Brown et al, 1973). 
Interestingly, results suggested that schizophrenics had had 
more 'minor' events (with no long-term threat) during a 
crucial 'causal period' of three weeks before onset.
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If a three-month (13 weeks) period was used as the basis of 
investigation, the differences disappeared. The 'minor' 
events in question are of a not uncommon nature. They were 
those which involved some kind of intrusion by authority 
figures, imposing demands upon the participants: policemen 
calling to check up, sometimes on trivial, sometimes on more 
serious matters; letters from the local government authority; 
threats from landlords. Such events seemed more numerous in 
this sample than in other life events series.
Because of the importance of establishing independence of 
events when studying psychiatric illness (ie. it is important 
to be sure that the participant's illness did not make the 
event more likely to happen to them) other events had 
initially not been included in the analysis. These were 
events that involved the interaction of the participant with 
close others, and which could have been affected by the nature 
of the disorder. These events also fitted this picture of 
"events likely to provoke a paranoid reaction", for example 
assaults, burglaries and unwanted sexual propositions. 
Reanalysis of the data suggested that about a third of the 
schizophrenic patients had experienced one of these 
'intrusive' events in the 3 months before onset compared with 
only 3% of the community comparison group. Figures for the 3 
weeks before onset were 20% and 1% respectively (Harris, 
1987) .
This dimension of intrusiveness of events fits well with
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research on 'expressed emotion' (EE), (Brown, Birley and Wing, 
1972). The notion that critical comments and emotional 
overconcern (on the part of parents) increased vulnerability 
to schizophrenia seemed entirely consistent with emerging 
hypotheses about intrusive or interfering events. It could 
then be suggested that families with high EE provide a 
background which makes an individual vulnerable to the 
negative impact of intrusive events.
PHYSICAL ILLNESS AND THE LIFE EVENTS AND DIFFICULTIES 
SCHEDULE
Some studies using the LEDS have looked at the role of life 
events before the onset of what are normally considered to be 
physical ailments: for example appendectomy (Creed, 1981).
Creed's findings indicated that threatening events are more 
common before appendectomy. LEDS has also been used to 
investigate gastro-intestinal disorder (Craig and Brown,
1984). Results indicated that another dimension of events; 
goal-frustration; events involving striving after some end 
that is consistently allusive, seemed particularly common in 
the participants with 'organic' gastro-intestinal disorder.
Further work has been done with myocardial infarction which 
highlighted continuous experience of long-term difficulties 
over 7 years prior to MI, particularly those involving 
overload and conditions at work, as a critical predictor. 
There was also an indication that goal frustration experiences
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were more frequent in the MI than in the comparison group. It 
is not far-fetched to suggest that the specific quality of 
goal frustration somehow echoes that impatient irascibility 
which is increasingly seen to be the key aspect of type A 
personality predicting heart disease (Matthews, Glass, 
Rosenman & Bortner, 1977). In other words once again there was 
an indication that personal characteristics and provoking 
agents (life events and difficulties) might share a specific 
quality, causing a particular disorder as a result.
Severe events have now been implicated in the development of 
such 'organic' conditions as multiple sclerosis (Grant, 
McDonald, Patterson & Trimble, 1989), relapse in breast cancer 
(Ramirez, 1989), stroke (House, Dennis, Mogridge, Hawton & 
Warlow, 1990), and diabetes mellitus (Robinson & Fuller,
1985) .
DISORDERS OF MENSTRUATION: LOSS AND CHALLENGE EVENTS
The only LEDS study to date to look in any way at aspects of 
feminine reproductive biology is a study looking at disorders 
of menstruation and life events. The study was carried out on 
women attending King's College Hospital with two different 
types of menstrual disorder which have relatively clear-cut 
onsets: menorrhagia and secondary amenorrhoea (Harris, 1989). 
To avoid confusion with the symptoms of the menopause, the 
samples were restricted to women under the age of 42. The 
comparison group consisted of 224 women from the general
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population, also under 42 years, who had not suffered an onset 
of either of these menstrual disorders in the year prior to 
interview. The LEDS and PSE instruments were used in the same 
way as in previous studies.
Almost double the proportion of the menorrhagia group had at 
least one severe life event in the year before onset, as 
compared with the secondary amenorrhoea and control groups. 
The picture here was however not the same as has been observed 
in studies of depression and life events. The women in the 
menorrhagia group were much less likely to have had severe 
events in the one month leading up to onset of menorrhagia 
than had been women with an onset of depression.
In this study the secondary amenorrhoea group were more likely 
to have experienced any life event (not just a severe event) 
in the month before onset than were the menorrhagia group. 
However if a 12 month period prior to onset was examined then 
56% of the menorrhagia group experienced a severe event 
compared with 28% of the secondary amenorrhoea group.
Further examination revealed that almost all severe events in 
the menorrhagia group involved losses, and half involved 
husbands or boyfriends. Given the delay between the loss 
event and the onset of menorrhagia, Harris (1989) postulates 
a possible relationship between depression and menorrhagia 
with the former following the event and by some process giving 
rise to the latter.
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In contrast the secondary amenorrhoea group seemed to have 
many events clustered before the onset of amenorrhoea, but 
fewer severe events. The interesting facet of these events is 
that they could often be described as 'challenging' events. 
Like the dimension of danger, challenge is forward-looking; 
but whereas danger implies that the future holds threat of 
another crisis, challenge can imply that it holds the promise 
of achievement and success.
At the same time, some threats of danger, unlike a major 
challenge, involve no real assumption of responsibility. The 
difference, for example, between a relative being admitted to 
a hospital intensive care unit and a relative who needs to be 
cared for at home by the participant: both events have danger 
components, but only the latter is a challenging event.
Clearly, challenge and danger may overlap, as when there is a 
high risk of failure to meet the challenge, and consequently 
of suffering a loss; often, however, failure to meet 
challenges will not entail severe loss, but merely a lack of 
positive achievement. Thus, for example, starting a first job 
or moving away from the parental home (both frequent 
precursors of secondary amenorrhoea) do not usually provoke a 
severe crisis if unsuccessful. These would be considered 
examples of a major challenge; minor challenges would include 
such events as a new job of a kind already held previously. 
In this context, age is important, as younger women might be 
expected to be more challenged by their first experience of
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certain events, those events with which they must establish 
themselves in the arenas of work, relationship and home. In 
older women, who had previous experience of such things, 
levels of challenge would probably be lower. It is 
interesting to note in this connection that few of the women 
with secondary amenorrhoea were aged over 30 at the time of 
onset.
If only the younger members of the comparison group are 
included, and compared with the secondary amenorrhoea group, 
so as to avoid possible bias due to age differences between 
the groups, the difference between the secondary amenorrhoea 
and comparison groups in the proportions with a 'major 
challenge' event is sizeable, particularly in the one month 
before onset, with figures of 38% (25/65) compared with 4% 
(4/113).
i
The secondary amenorrhoea group were divided into subgroups of 
those who had 'post pill' amenorrhoea and those who also had 
a history of abnormal bleeding (seen as the more 'organic' 
forms of amenorrhoea) and others. Amongst the remaining 
participants (the 'nonorganic' amenorrhoea participants) were 
two groups: those who showed signs of pseudocyesis (phantom 
pregnancy: where participants gained weight, suffered morning 
sickness and abdominal swelling, and were often convinced that 
they were pregnant - there were 8 such participants ) and those 
with 'standard' amenorrhoea.
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The pseudocyesis group are particularly interesting, from the 
point of view of the present study, because of the events they 
showed before the start of amenorrhoea. In 6 out of 7 cases 
these events involved what could broadly be termed 'motherhood 
situations'. This included the participant's marriage or 
intercourse for the first time, marriage or pregnancy in a 
close peer like sister or confidant and so forth.
By contrast the standard amenorrhoea group of 34 participants, 
had in 26 cases had an event before the onset of amenorrhoea, 
but of the 26 events only 7 concerned such motherhood type 
situations. The majority of the standard amenorrhoea group 
had had more straightforward challenge events: moving house,
changing job etc. This finding is interesting as it could be 
argued that such motherhood situations provide a context in 
which there could be powerful unconscious motivation towards 
pregnancy.
This data seems to fit the suppositions made earlier on 
fecundity and infertility (see section 2.5). It seems from 
this study that the women who lost their periods and therefore 
their fertility underwent a very different kind of stress from 
the women whose periods took over their lives. The kinds of 
stressors facing the latter women were those that previous 
life events and pregnancy studies had isolated: namely loss 
and separation. While depression after a loss may in some way 
give rise to menorrhagia, it might also be argued that this 
loss-depression situation could provoke a pregnancy (see the
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results of Greenberg et al 1959 previously discussed).
By the same token, the challenge events which are associated 
with amenorrhoea, could be similar to some of the stressors 
that have been associated with infertility. Just attempting 
to get pregnant is in itself a kind of challenging difficulty. 
In this context it is interesting to view the results of
Allison (1979) who found that 29 women on a infertility
programme had much higher rates of employment and education 
than 29 married women controls. Allison herself argues that 
these women had used their work lives to avoid an inherent 
conflict they felt about getting pregnant.
Another interpretation of these results is that the
challenging work lives of these women kept them subfecund. It
is possible that these women, although menstruating normally, 
were in fact having anovulatory cycles as a result of their 
challenging lifestyles.
CONCLUSIONS
In summary then, the wide variety of studies using the LEDS 
methodology have produced insights in many areas. They 
demonstrate how certain dimensions of an event may mesh with 
certain predispositions in the individual which make him or 
her particularly sensitive to events of this particular kind. 
Given such a combination, disorders of the corresponding 
variety will be more likely to ensue than when either the
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event or the personal disposition is found alone.
With respect to the present study, there is some indication 
that events within the dimension of loss might be expected to 
relate to pregnancy while events with a challenge component 
might be expected to relate to infertility. Given the 
interesting hypothesis that depression following loss events 
may often precede menorrhagia, it would also be important to 
monitor levels of different psychological symptoms within the 
different pregnancy groups.
2.7. THE ROLE OF SELF ESTEEM
Self esteem is an ambiguous term, used by writers in many 
different areas to signify many different things. As 
previously stated above, it has been connected with failure to 
use contraception and with teenage pregnancy, particularly in 
relation to the ideas of external locus of control and 
mastery. However, the results are by no means unambiguous 
with regards to the relationship between 'low self esteem', 
variously defined, and these concepts.
The work of the Bedford College Team on depression served to 
highlight how self esteem might function in relations to the 
onset of depression. Women were found to have increased 
susceptibility to the onset of depression if they were not 
working and had three or more children in the home (Brown & 
Harris 1978). This tends to suggest that the external arena
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of work provides a buffer against depression, not available to 
women caring for young children at home. In the absence of 
such external buffers, the home and children can become a trap 
and following severe loss events can help to precipitate 
depression.
The way that early loss of mother, and lack of care function 
to aid in the onset of depression is thought to be a result of 
a lowered sense of social support in childhood leading to an 
inability to form supportive relationships in adulthood. The 
connection between social support in childhood and later 
levels of self esteem is a complex one. In brief the lack of 
social support that results from the early loss of mother 
deprives the young girl of a vital positive self affirming 
relationship that leaves her vulnerable to low self esteem all 
her life (Harris, Brown & Bifulco 1990; Bifulco, Brown & 
Harris 1987).
The Bedford College Self Esteem and Social Support Schedule 
(SESS), like the LEDS uses an intensive interview technique to 
ascertain objective levels of self acceptance, self definition 
and commitment to the arenas of life, thought to act as 
buffers to lowered self esteem. Previous work with this 
instrument has provided insights into the relationship between 
self esteem, social support and depression (O'Connor & Brown, 
1984; Brown, Bifulco & Andrews 1990; Brown, Bifulco, Veiel & 
Andrews 1990; Brown, Andrews, Bifulco & Veiel 1990).
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In a study of 404 women. Brown, Andrew, Bifulco & Veiel (1990) 
found that the measure of negative evaluation of self (NES) 
which included low scores on positive and high scores on 
negative self esteem scales directly predicted the onset of 
depression in the women following a severe event. In a second 
report (Brown, Bifulco, Veiel & Andrews 1990) the authors 
probe how this relates to earlier findings. They note that 
using path analysis, NES is highly related to negative 
elements in close relationships while positive evaluation of 
self is related to positive elements of relationships in 
general. They also found a link between inadequate parenting 
experienced in childhood and NES in adulthood.
These findings suggest that social relationships of any kind 
can support positive feelings of self evaluation, but if an 
individual has had inadequate early parenting and so has a 
higher level of NES, a close relationship that shows negative 
elements will increase the tendency to develop depression. 
This is supported by the research discussed above. Brown, 
Bifulco & Andrews (1990) found that women who had difficult 
relationships with partners and children and who had high 
levels of NES were much more likely to develop depression.
2.8. LACK OF CARE AND PRE-MARITAL 
PREGNANCY
Some of the studies on depression and life events which had 
revealed the importance of loss of mother as a vulnerability
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factor in later depression, had suggested that the key aspect 
in creating this vulnerability was that loss of mother led to 
a lack of care for the individual child (Bifulco, Brown & 
Harris 1987, Harris et al 1986, 1990). Lack of care seemed to 
be linked with a whole picture of later deprivation when the 
women studied reached adulthood.
The types of later deprivation might include poor housing, low 
educational achievement, choice of an unreliable or 
psychopathological partner and, interestingly, early pre­
marital pregnancy (PMP) (Harris, Brown & Bifulco 1987).
This is perhaps not surprising since the break up of families 
which results in less care and support for the children, may 
drive the young women from these families to start their own 
families early. It could be said that if a young women has no 
reliable family of origin to serve as a basic support, she may 
quickly decide to establish one. The work on lack of care 
sadly suggests, however, that the partners who were chosen, 
and the other disadvantageous circumstances, rarely lead to 
the stability that might make early motherhood seem desirable. 
In other research the findings suggested that having poorer 
early relationships was linked with lower later confiding in 
partner, which has been recognised as a vulnerability factor 
for depression (Harris 1988).
Harris, Brown & Bifulco (1986, 1987) suggest that women who 
begin life experiencing lack of care fall into a downward
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spiral which extends through lack of interest at school; 
leaving school early with few qualifications; early, 
premarital pregnancy and marriage to an often unsuitable and 
unsupportive partner. These factors can contribute also to 
the socio-economic status of the young mother, and the 
tendency for young mothers to have lower socioeconomic status 
and to have partners with lower socioeconomic status has also 
been documented widely within the teenage pregnancy research.
The picture is then of a woman who may well have 3 or more 
young children in the home, few roles outside the home (which 
could buffer her self esteem) and a partner who is 
unsupportive. It is, in terms of the findings of LEDS studies 
on depression, a very depressogenic situation.
This sounds familiar; broken homes and other difficult family 
situations have been associated with teenage pregnancy and 
poor contraceptive use in both teenagers and adults, strange 
and hostile relationships with mothers have often been 
connected with unplanned pregnancy, and psychoanalytic writers 
have connected the wish for a child with the need to replace 
an early loss of mother. The idea that lack of care can 
somehow be a 'vulnerability factor' at least for early 
pregnancy, if not for unplanned pregnancy in general, seems 
quite well supported.
Though the present study did not have the scope to probe very 
thoroughly into lack of care in the family backgrounds of the
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participants, it did ask some questions designed to ascertain 
how far individuals had suffered from deprivation in 
childhood. If this were to turn out to be. a vulnerability 
factor for unwanted or ill timed pregnancy, it would fit very 
well into the jigsaw puzzle of different research findings 
presented here.
3. IMPORTANT POINTS FROM THE LITERATURE
As far as the present research is concerned certain points are
particularly salient.
• Inadequate contraceptive use and both unplanned and 
teenage pregnancy have all been linked to factors 
associated with self esteem. One of these, variously 
described as 'external locus of control', 
'meaninglessness', 'alienation' or fatalism, suggests 
that women do not plan ahead with anything in their lives
including contraception as a result of low self esteem or
social deprivation. Efficient contraceptive use is 
linked to greater mastery and commitment in external 
arenas, as is abortion in teenagers who are pregnant.
• Efficient contraceptive use had been associated with 
having an integrated and equal partnership. This is in 
contrast to studies that show 'closeness' in the 
partnership to be associated with teenage pregnancy. The
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suggestion here is that the 'closeness' described may be 
more a function of dependency and need than of genuine 
supportive interaction. Another possibility, perhaps 
explaining the results of DeAmicus et al (1981) is that 
'close' relationships may be associated with planned or 
ambivalent pregnancies in teenagers.
• Contraceptive risk taking may be viewed as a system of
costs and benefits to try and understand the motivating 
factors involved. This is not to claim that all 
contraceptive reasoning is rational or conscious, but 
merely to provide a framework for its examination.
• Evidence suggests that negative evaluation of self is
fundamentally affected by close relationships, and may
have its roots in difficult childhood situations.
Following a severe loss event, women with NES are more 
likely to develop depression. Severe loss events are 
connected with disorders of menorrhagia, possibly with 
depression as an intervening variable, while challenging 
events are connected with secondary amenorrhoea.
The summary of findings suggest a real need for research to 
unite what has already been found into some kind of coherent 
model.
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4 . MODEL
Presented below is a hypothetical model of the relationships 
between life events and pregnancy, as postulated in this 
research.
FIG 3. MODEL FOR LIFE EVENTS AND PREGNANCY
LOSS/LACK OF
COMMITMENT
EVENT/DIFFICULTY
LACK OF 
PURPOSE
Infertility
EARLY LOSS
LACK OF CARE
NO PREGNANCY
CHALLENGE
EVENTS
LOW SELF ESTEEM
PLAMED PREGNANCY
DECISION TO 
GET PREGNANT
CEASE CONTRACEPTION SUCCESSFUL
CONTRACEPTION
RE-EVALUATION
EVENT/DIFFICULTY
LACK OF SECURITY IN 
LIFE
OTHER EVENTS 
DIFFICULTIES 
(LESS OF A 
THREAT TO 
SECURITY)
CONTRACEPTIVE 
RISK TAKING/ NO 
CONTRACEPTION/ 
CONTRACEPTIVE 
FAILURE
As already outlined above, and discussed further below, the
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main message of the LEDS schema is that certain dimensions of 
an event (provoking agents) may mesh with certain 
predispositions in the individual (vulnerability factors) 
which make them particularly sensitive to events of this 
particular kind. Given such a combination, disorders of the 
corresponding variety will be more likely to ensue than when 
either the event or the personal disposition is found alone.
Applying this schema to the model above it is possible to draw 
up an idea of what sort of events and difficulties might play 
a role in the time before pregnancy either planned or 
unplanned.
VULNERABILITY FACTORS
- Inadequate parenting: relating to the findings of some 
studies on increased teenage pregnancy in homes with a 
large number of siblings, in broken homes, or in situations 
where there is a lack of closeness in relationships with 
parents. It is suggested that this inadequate parenting 
creates fundamental insecurities which make an early, 
unplanned pregnancy more likely.
- Early loss of parent: an early object loss (loss of parent
by death or separation) might be associated with pregnancy 
either directly, or because it leads to inadequate 
parenting, and later lowered self esteem.
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- Higher levels of negative evaluation of self (NES): perhaps
in connection with the above.
- Problematic partnership: A difficult partnership when 
coupled with NES makes onset of depression more likely, and 
might have some effect on the likelihood of an unplanned 
pregnancy. This feature of the model would be included 
under the features of Lack of security.
- Lack of commitment to any external arena coupled with high 
commitment to motherhood and/or partnership: so that the
internal arena becomes all important. In this situation 
there might also be evidence of a high dependency on the 
relationship.
- Lack of purpose: it is suggested feelings of 'lack of 
purpose' may play a crucial role in the months leading up 
to a pregnancy of any kind; planned or unplanned. It might 
lead a woman to plan a pregnancy, to give life focus, or 
might add to a sense of general insecurity which makes 
unplanned pregnancy more likely.
PROVOKING AGENTS
The model takes particular note of how far a given event or 
difficulty challenges a woman's sense of security. The 
suggestion is that the events that threaten her emotional 
security or make her feel insecure about her lack of direction
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will be found before unplanned pregnancies. These events may 
come within the context of a life beset with feelings of 
insecurity and negative self evaluation; perhaps as a result 
of early loss or lack of care.
By contrast, planned pregnancies, although associated with 
similar re-evaluation events, might be preceded by events less 
likely to make a woman insecure in this way, or might occur 
within a different (less security-threatening) context.
The only threatening event that might be expected in women 
with planned pregnancies, in the year prior to pregnancy might 
be expected to be a previous miscarriage or abortion. Such a 
previous pregnancy event might be expected to bring about a 
decision to get pregnant later.
The model suggests that certain events and difficulties will 
be particularly key:
Loss events, or threatened loss events or difficulties that 
recall earlier object losses.
Other events that pose a real threat to security, 
particularly as they relate to close relationships with 
others.
Events or difficulties that reveals to a woman her boredom 
with work or the external arena, or her lack of purpose.
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Events that make a woman re-evaluate the importance of the 
internal arena, for example 'nest building' events in both 
her and others: house buying, getting married, moving home 
etc. Again the element of insecurity inherent in the 
woman's situation should play a crucial role in whether the 
pregnancy is planned or unplanned.
5. HYPOTHESES
The model, then gives rise to certain hypotheses listed below:
H, : That the onset of pregnancy will be . associated with
specific classes of life events or difficulties:
i) those that might constitute a threat to security for 
a woman; perhaps the loss of an existing important 
relationship or particular role that a woman values : 
these events are thought to be associated with 
unplanned pregnancy.
ii) those events that motivate a woman to look at her own 
life and re-evaluate it: births and marriages of
significant others, changes in work situations to the 
participant or her partner, or inability to find 
work. In this case it is suggested that these events 
will be prevalent in all pregnant women, but that the 
events that happen to women with unplanned
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pregnancies will have a much more threatening aspect 
to them.
iii) events associated with challenge might be expected to 
proceed a period of infertility.
Hg: That the onset of unplanned pregnancy will be preceded
by:
a) LOW SELF ESTEEM
Women might show a lowered sense of self worth, and
describe themselves as unassertive and lacking in
confidence. This would be particularly interesting in 
relation to Hypothesis 3. Referring to the model, low 
self esteem may be seen as playing a crucial role in 
creating the sense of insecurity which is associated 
with unplanned pregnancy.
b) LOW INVOLVEMENT IN WORK/SCHOOL ARENA OR OTHER 
EXTERNAL ARENAS
This might be shown also in both the participant's and
her family's lack of educational aspirations or
commitment to schooling and in the participant's lack of 
interest in her work or work in general or in other 
external arenas or relationships.
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C) HIGH COMMITMENT TO A ROMANTIC RELATIONSHIP (AND/OR TO 
THE MARITAL/FAMILY ARENA)
This might correlate with low commitment to external 
relationships or measures of social isolation.
Hgi That participants with unplanned pregnancies will
display a new sense of mastery and direction. 
Participants who feel that they lacked assertiveness 
before becoming pregnant, may well say that they are 
more assertive and/or confident since becoming pregnant.
Hypotheses on the role of the partnership:
Hg: That the partnerships of women with unplanned
pregnancies will more often show high levels of negative 
elements and low levels of positive elements of 
partnership than will those of women in the other 
groups.
H^: That in the cases where the participant is over-
emotionally dependent on her partner, this will be 
reflected in the sexual relationship. It was suggested:
a) Following the ideas of Rains and Luker that participants
with an unplanned pregnancy may be more sexually 
reticent (less sexually self accepting) than members of 
the comparison group and hence abdicate responsibility
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for contraceptive behaviour.
b) Alternatively a participant may be so over involved with 
her partner that she is prepared to take risks in order
to make sex more pleasurable for him (ie. no
interruptions or barriers.)
Following the idea that pregnancy might in some way follow a
period of hyperfertility (Greenberg et al 1959):
Hg: That risk taking will be found across all groups of
participants in a high proportion of each.
Hg: That participants with unplanned pregnancy will have
taken risks with unprotected sex in the past and will 
not feel that they took more contraceptive risks on the 
occasion when they became pregnant.
To clarify the role of prior psychological symptoms it was
hypothesised :
Hy: That prior psychological symptoms will not distinguish
between women with planned and unplanned pregnancies, or 
women with no pregnancy.
Final hypotheses concerned the childhood and family of the
women interviewed:
Hg: That women with unplanned pregnancies will have been
more likely to have had a loss of parent in childhood,
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or to have suffered other family problems.
Hg: That earlier childbearing is associated with earlier
childbearing in the parents of either participant or 
partner (Kiernan 1980) and also with larger family size 
in the family of origin (Wilson 1980, Robbins, Kaplan & 
Martin 1985, Vernon Green & Frothingham 1983).
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METHOD
6. MEASURES
Measures used in the study included the Bedford College Life 
Events and Difficulties Schedule, items from the Bedford 
College Self Esteem and Social Support Schedule and further 
scales drawn up by the investigator. The measures are 
discussed below.
6.1. MEASURES OF LIFE EVENTS & DIFFICULTIES
The Bedford College life events & difficulties schedule (LEDS) 
was used to measure life events and difficulties in a 12 month 
period. This measure of life events was chosen because of its 
clear advantage over checklist methods. The disadvantages of 
checklist methods have been discussed above. The problems of 
the weight given to the same event by different respondents, 
and of the meaning of events in their wider context are 
avoided by the LEDS.
The LEDS uses a semi-structured face-to face interview, which 
allows the interviewer to gather as full and coherent an 
account as possible of any incident which may be relevant to 
the inquiry. The interviewer establishes which of 68 
different types of possible life event have occurred during a 
defined period, as well as gauging the presence and severity
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of various kinds of ongoing difficulty.
Once the occurrence of an event, or presence of a difficulty, 
has been established in interview, more detailed questioning 
allows the investigator to specify various aspects of its 
meaning for the individual. By ignoring self-reports about 
meaning, various potential sources of bias stemming from the 
respondent can be ruled out.
CONTEXTUAL MEASUREMENT OF STRESS
While this style of measurement is particularly concerned with 
controlling respondent biases, often overlooked by other 
methods, it also guards equally against various types of 
investigator bias. Interviewers are thoroughly trained in the 
procedure and principles of the LEDS prior to undertaking any 
investigation. Manuals, giving strict definitions of the 
incidents to be counted as events, and giving thousands of 
examples of precedents of contextual meaning rated on the 
various scales (such as 'threat','loss', 'danger') are 
designed to prevent interviewers from allowing knowledge of 
the respondent's symptoms or reported emotional reactions to 
influence their ratings. They also ensure high rates of inter­
rater reliability (Tennant, Smith, Bebbington & Hurry, 1979; 
Parry, Shapiro, & Davies, 1981).
For unusual events and difficulties not covered in the 
manuals, consensus meetings with other members of the research 
team, who are unaware of the participant's symptoms and
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reactions, provide a further check on investigator bias. The 
approach in rating ongoing difficulties is basically the same 
(see Brown and Harris, 1978, Chapters 8 and 9).
ADVANTAGES & RELIABILITY OF THE LEDS
Another advantage of the semi-structured interview is its 
ability to deal with the relative timing of stressor and onset 
or exacerbation of disorder. By cross-questioning and 
backtracking during the interview, relating symptoms to each 
other, to events such as birthdays and National Holidays (as 
well, of course, as to the stressful events under study), the 
investigator can help the respondent to be precise in dating 
in a way that simple questionnaires cannot.
This type of fluidity of data collection, however, does not 
lend itself to more conventional forms of assessing the 
reliability of the measure such as Cronbach's alpha. However 
using the accounts of the respondents' recent experiences 
given by relatives as a check on the validity of the LEDS has 
given higher levels of agreement (81% for schizophrenic and 
79% for depressive patient-relative pairs) than has been 
reported for other instruments (see pp 36-37 Brown & Harris, 
1989).
Another way of checking validity is to monitor the fall-off in 
rates of events or difficulties reported in a normal 
population with increase in distance in time before the
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interview. If the rate of reporting is consistent over monthly 
blocks of time in the year before interview it suggests that 
deficits in recall are not interfering with the validity of 
recording. (p.37-8, Brown & Harris,1989).
The flexible interview procedure of the LEDS, and the fact 
that it requires to be rated later after the interview, are 
considered by some to be substantial disadvantages. On the one 
hand some of those who have not undergone the training 
required find it difficult to shed their mistrust of such a 
relaxed conversational style of data collection, believing 
that investigator bias must jeopardise the validity of any 
findings based on its use.
On the other hand many who have not used the instrument have 
come to believe it is impossibly long. There is no doubt that 
it takes longer to administer than a simple checklist, and of 
course the time will vary with the length of the period 
covered and thus the number of events or difficulties the 
respondent has suffered. On average, each interview for this 
study took 2-3 hours to conduct and around 5 hours to write 
up, which, although a large time commitment, seems well worth 
the greatly increased accuracy and richness of the resulting 
data.
Built into the rating of particular events, are various other 
measures of the qualities these events may have. These can be 
relatively general in nature, such as contextual
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threatfulness/ unpleasantness, or more specific such as loss, 
danger, disappointment, (as used in this study) or challenge, 
stigma or frustration (as used in studies relating life 
events to various physical disorders). It is here that the 
LEDS can offer insights into the idea that the specific 
qualities of events can influence which, if any, disorder 
results.
A copy of the two schedules used in rating the data of life 
events and difficulties are attached as appendices C and D. 
Each participant might have any number of life events and 
difficulties rated on the basis of their interview. 
Participant 001 for example, a 19 year old girl with an 
unplanned pregnancy had some 19 life events and 7 difficulties 
in the 12 months prior to pregnancy.
INDEPENDENCE
The life events and difficulties schedules used in this study 
were fairly straightforward to rate as they strongly resembled 
those used by the Bedford College Team for their life events 
research (though there are some differences). The rating on 
the independence of events was complicated by the fact that 
this variable has usually been used to measure the influence 
of psychopathology (or the illness whose onset is being 
studied) on the occurrence of the event. In this research it 
was necessary to use a different definition of independence, 
ie. whether the event was influenced at all by the behaviour
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or intentions of the participant rather than the result of 
accident or circumstance.
THREAT, LOSS & DANGER RATINGS
The key measure of any event was its threat rating. Four 
ratings were made of the possible threat inherent in the 
event. There were two ratings made for the short term threat 
or unpleasantness of the event. These were ratings made for 
threat on the actual day of the event and 2 or so days 
following the event. There were two further ratings made for 
the long-term threat of the event. The long-term threat was 
based on a judgement of whether the inherent threat of the 
event had decreased at ten days or so following the first day 
of the event or not. If not the rating tended to follow the 
short term threat rating. Threat was rated on a four point 
scale: marked (1), moderate (2), some (3), little/none (4).
Both short term and long-term threat were rated twice; once 
for their contextual threat and once for their reported 
threat. This distinction between the event as judged by the 
investigator (contextual threat rating) and the event as 
judged by the person concerned (reported threat rating) is 
discussed above. It is the key to the relative objectivity of 
ratings of threat in the LEDS. The reported threat ratings, 
the participants feelings about the threatfulness of the 
event, are also collected and compared during analysis with 
contextual ratings.
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In addition to rating the threat of each event, there were 
also four point scales for loss and danger rated for each 
event. The justification for the loss and danger scales was 
the links previously found between these features of events 
and depression and anxiety respectively.
COPING & FRESH STARTS
Scales measuring the success or failure of the participant's 
coping with the event were also included to measure whether 
this played any role. It was decided to include a measure for 
the fresh start component of any event. A fresh start is 
something which has positive overtones of a new beginning - 
ie. buying a new house, getting married, getting a promotion. 
Such events have been found to promote recovery from 
depression in some of the previous studies of life events and 
depression. In keeping with this work, the distinction was 
retained between a fresh start
(ie. getting a job, getting married, buying a house), a 
potential fresh start (getting a new partner, starting 
cohabitation, and other events that might develop into fresh 
starts) and no fresh start, for all events rated.
6.2. SELF ESTEEM AND SOCIAL SUPPORT
In order to investigate the role of self esteem and social 
support on the timing of pregnancy, some of the scales used in 
the Bedford College Self Esteem and Social Support Schedule
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(SESS) were rated, with relevant questions included in the 
questionnaire.
The SESS examines straight forward self esteem indicators 
(like self acceptance and self definition) but also the 
commitment women feel to various arenas - motherhood, work, 
partnerships, external interests (hobbies etc.) and 
relationships (family and friends). These are thought to 
increase a woman's involvement with the world and thereby her 
sense of competence in it - a crucial factor in feelings of 
self esteem. These scales connect directly to our hypotheses 
about whether lacking direction or commitment to other areas 
makes motherhood more attractive (leading to planned 
pregnancy) or gives rise to a sense of insecurity 
(precipitating unplanned pregnancy).
There are many ratings to be made about the participants 
partner to probe how far she can confide in him (a key 
variable for depression), or rely on him, and to what extent 
she does rely on him, and how positive and negative the 
interaction between them is.
The SESS also has a general scale to measure overall security 
enhancing and diminishing factors in a woman's life: whether 
her relationships, worklife, housing, financial situation etc. 
should increase or diminish her sense of security.
In the main the scales of the SESS are rated using four point
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scales to rate a each trait measured. The scale points in 
each case are: marked (1), moderate (2), some (3) or
little/none (4). In some cases a five point scale (using the 
extra scale point 'very marked') is used.
In this research, many of the SESS scales were rated twice, 
once for the time prior to pregnancy, and once for the current 
time. This distinction was felt to be important, as in some 
cases partnership measures might change dramatically as a 
result of the pregnancy, or commitment to arenas be affected 
by the recognition of pregnancy. Including two scales gave 
scope to express these changes.
In general the inter-rater reliability of SESS scales is high. 
During an earlier study, reliability was tested by several 
interviewers rating the same interview. The scales used in 
this research showed weighted Kappas of between 0.6 and 1.00, 
with an average of 0.87 (Andrews & Brown 1991).
The SESS variables were rated on rating sheets known as S 
records, one of which is included as Appendix B. The scales 
taken from the Bedford College SESS Scale are those numbered 
1, 2, 4, 12, 13, 14, 15, 17, 19-28 on this rating sheet. The 
other scales on this sheet are discussed below in section D.
6.3. DEMOGRAPHIC MEASURES
The initial part of the questionnaire consisted of a large
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demographic schedule, a part of which was devoted to details 
of the participant's contacts with her social network, and a 
further set of questions concerned with details of pregnancy, 
contraception and fertility. The rating schedule for this is 
included as appendix A. This schedule was rated at the time 
of interview, unlike those for the SESS and LEDS scales. The 
pregnancy and fertility scales are discussed further in the 
next section.
The demographic schedule investigated all standard demographic 
characteristics, but probed further issues like previous 
cohabitation with partners and details of the partners family. 
These areas were thought to be of interest in understanding 
the current partnership, and checking the influence, if any, 
of the age of the partner's parents at marriage or partner's 
family size on the participant's timing of first pregnancy. 
It seemed necessary also to monitor whether having a larger 
family of origin, parents who married earlier, more sisters, 
or leaving school earlier might not play some role in the 
timing of first pregnancy.
Some questions on childhood were included, but relatively few. 
It was thought that these questions would tap any major 
difficulties that the participant had faced, including early 
loss of parent, separation or adoption. These questions in no 
way attempted to tap, with the same degree of specificity, the 
features of early 'lack of care' as used by the Bedford 
College Team. For this reason, the term 'lack of care' is not
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used in this research, and the related measures are discussed 
under other headings.
SOCIAL CLASS
The social class of each participant was rated using the Hope- 
Goldthorpe scale (Goldthorpe & Hope 1974). Her current social 
class, that of her partner and that of her father (or other 
crucial wage earner in childhood) were all rated. During 
analysis, however, it was decided to re-rate the women using 
the Cambridge Social Class measure for women (Prandy 1990) and 
the Registrar General's Social Class Index (OPCS 1991). The 
former, in particular, was felt to be a more appropriate 
measure for women's social class.
The justification for using so many different measures of 
social class for the women in this sample lay in the fact that 
the Hope-Goldthorpe scale is not very appropriate for the 
social class of women. It has some 8 categories of manual 
worker (and only 7 women could be classed as a manual worker 
in the current sample) but rates both an ordinary nurse and 
senior nursing sister as having the same social class. For 
this reason the bulk of women in the sample were rated so that 
the scores clustered around certain values of the scale. All 
women were therefore rated again using the other measures.
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SOCIAL NETWORKS
Questions on the social network of the participant were 
included as a second section of the demographic schedule. 
Ratings were made for the frequency of contact with parents, 
other relatives, friends and other figures of importance. 
This gave the interviewer a chance to gauge accurately the 
degree of involvement the woman felt with her social arena, 
allowing the rating of commitment to external arenas, and 
social isolation.
A further measure was made of the first and second choice 
confidants of each participant, and whether they had changed 
since one year or so prior to pregnancy. These were again, 
very useful measures in judging her reliance on different 
relationships, and level of social support.
6.4. OTHER MEASURES
The questionnaire included other questions aiming to address 
the various other hypotheses the study had set out to 
investigate. The second part of the schedule rated at the 
time of interview included questions on the nature of 
pregnancy, previous contraception and risk taking, and 
fertility. Perhaps the most important question here was that 
of whether or not the pregnancy was planned, which was the 
first question in this section.
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DEFINITION OF THE PLANNED/UNPLANNED PREGNANCY DISTINCTION
A key distinction for this research was that made between 
women with unplanned pregnancies and those with planned 
pregnancies. A decision was made with regard to each pregnant 
participant as to whether the pregnancy should be considered 
as planned or unplanned. In the main this decision was made 
easily: participants were asked if they had decided to get 
pregnant before doing so. Women tended to answer that they 
had made a definite decision to try and conceive, or that they 
had not done so and had no intention of getting pregnant at 
the time they did so.
There were however a few cases where intentionality was very 
difficult to decide: in some cases women had made the decision 
to try and get pregnant some years before, with no success and 
had not really been actively trying to get pregnant at the 
time of conception. These women were classed as planned, 
because they tended to answer a key question positively:
"If you had been given the choice the night you got 
pregnant to conceive or not, would you have gone ahead 
with making love".
In the cases where women did not use contraception, but not 
for any reason they could explain, it was this question that 
was usually used to ascertain whether the pregnancy was 
planned or unplanned. In this way the intentionality of
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pregnancy was assessed independently of contraceptive use.
OTHER PREGNANCY RELATED MEASURES AND CONTRACEPTIVE SCALES
The first 13 measures of this section of the questionnaire 
were rated only for women who were pregnant. They related to 
measures of attitude to pregnancy, reasons for keeping the 
child or choosing pregnancy now, and reactions to pregnancy. 
Following these measures, were the questions relating to 
contraception, fertility and risk taking. These were rated 
for all subjects. Questions concerned the length of time 
intercourse was unprotected and participants attitudes towards 
contraceptive risk-taking in both the current partnerships and 
compared with other prior relationships. There was also one 
question designed to probe for any role of menstrual 
difficulties and irregular periods to check the relevant 
hypothesis.
Pregnant participants were encouraged to discuss how and why 
they had got pregnant, especially if it was not intended, in 
order to gain any insights possible into the role of fecundity 
or even hyperfertility as suggested by Greenberg (1959).
OTHER PSYCHOLOGICAL SCALES
There were also some other measures that were recorded after 
the interview, on four point scales included on the S record 
(see Appendix B). These were the scales numbered: 3, 4 - 11,
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16, 18, 69, 70. All were rated for all participant, except 
scale 7 on the convenience of pregnancy, which was rated only 
for pregnant women.
1. Ratings were made for four areas of role conflict (scale 
3) which were thought to be of interest; conflict over 
whether to have the child, conflict over ideas of a 
woman's role, conflict over the domestic versus external 
arena and conflict between the partner and romantic 
ideal. The measures were thought interesting because of 
the idea that they might be more pronounced in 
participants with unplanned pregnancy, and if any of the 
latter three types of conflict existed,, pregnancy might 
provide one way of resolving them.
2. Ratings were also made of the degree to which the 
participant was committed to motherhood both prior to 
and following pregnancy (scale four).
3. Ratings were also made for the security enhancing and 
security diminishing characteristics of a pregnancy, 
considering the participant's life as it was just prior 
to pregnancy. All relevant features of life: work, 
partnership, other relationships, money and housing were 
used to make the rating (scale 5).
4. A rating was made as to whether getting pregnant at this 
time would lead to a 'secondary gain'. For example
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pregnancy, may "have the power to wreak changes in the 
behaviour of other peopie of cruciai importance to the 
patient, and seem to occur in contexts where it is 
possibie to see such changes as bestowing some advantage 
on the sufferer" (Bifulco et al 1989). In the case of 
pregnancy, there are numerous possible secondary gains: 
the love of a so far uncommitted partner, the respect of 
family and friends, equality with a recently pregnant 
sister, a council flat, and so on. All participants 
were rated for the extent to which a pregnancy at this 
time would lead to a secondary gain situation (scale 6).
5. The convenience and inconvenience of pregnancy were
rated on two four point scales. This allowed a 
judgement of both positive and negative aspects of 
convenience separately (scale 7).
6. The overall level of contraceptive risk taking was rated
on a four point scale, using the ratings made in earlier 
sections on several risk taking measures to build up an 
overall picture (scale 8).
7. The overall level of antipathy to contraception was also
rated using earlier measures of the problems faced and 
dissatisfaction felt with contraceptive methods (scale 
9).
8. Participants' sense of fatalism was also probed in order
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to test the hypothesis that women with unplanned 
pregnancy are more likely to be fatalistic about the 
control they can exercise over their own lives. Again 
both pregnant and comparison group participants were 
asked questions which probed on feelings of fatalism 
(scale 10).
9. Two four point scales measuring the overall commitment 
of the participant and her parents to education were 
also included. These drew on earlier answers from the 
demographic section of the questionnaire.
10. All participants were asked how they felt or would feel 
about being single and were rated on a four point scale 
for this (scale 16).
11. All participants were probed for attitudes to
partnerships in general (this connected very well with 
the scale for a woman's sense of single status discussed 
immediately above). This was thought to be an
interesting area; if women were not very committed to 
their partner, but did have an overly romantic view of 
partnerships in general, would this influence the timing 
of their first pregnancy? (scale 18).
12. One scale was included to measure the overall changes in
the ratings since pregnancy, comparing the differences 
between scales rated twice for the time prior to
pregnancy and the current time (scale 29).
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13. A scale was also rated for any change in mastery that 
the participant might have undergone since her 
pregnancy, to test the hypothesis that for women with 
unplanned pregnancies, the pregnancy might itself 
provide an new source of self esteem and focus.
INTER-RATER RELIABILITY OF THE NEW SCALES
Inter-rater reliability of the new scales discussed above is
given below. Reliability was assessed by a second independent
interviewer, blind to pregnancy status, rating 15 interviews
with regard to the new scales. Weighted Kappas of between 0.1
and 1.00, were obtained. The scores are given below:
Parents Commitment to Education (X75) .82
Participants Commitment to Education (X77) .75
Attitude to own childrens' education(X78) .85
Plannedness of pregnancy (PI2) .76
Feelings at news of pregnancy (Participant) (PI3) .58
Feelings at news of pregnancy (Partner) (P14) .92
Convenience of Pregnancy (P15) 1.00
How far life will change as a result of pregnancy (P16) .61
Why did she conceive now? (PI7) .95
Did she consider termination (P19) 1.00
Why choose to have the baby now (P20) .65
Thinking herself as a mum from now on (P21) 1.00
Will the baby change her life (P22) .76
Will it worry her to be tied down? (P23) 1.00
Key reason for having the baby now (P24) .40
Previous pregnancy (P25) 1.00
Regularity of periods (P26) .96
Pregnancy scares in the past (P27) .91
Pregnancy scares due to contraceptive risk taking (P28) 1.00 
Most recent contraceptive method (P29) .95
Contraceptive method used before last method (P30) 1.00
Any reason for change of contraceptive method (P31) .74
Easy use of method (P32) .70
Her feelings at using the method (P33) .91
Partners feelings at using the method (P34) .74
Scale RTl: Consistency of use (P35) .53
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Reason for inconsistent use, if any (P36) .75
Scale RT2: Risks taken in last few years (P37) .63
Scale RT3: Risks taken in previous relationships (P38) .96
Fatalism (combined for variables P18 & P39) .59
Pregnancy on holiday (P42) 1.00
Sureness about the date of conception (P43) .56
Security enhancing characteristics of motherhood (S18) .16
Security diminishing characteristics of motherhood (S19) .10
Secondary gain (S20) .69
Positive convenience of Pregnancy Overall (S21) .77
Negative convenience of Pregnancy Overall (S22) .89
Overall contraceptive risk taking (S23) .60
Antipathy to contraception (S24) .43
Overall level of fatalism (S25) .83
Overall Commitment to Education (participant) (S26) .56
Overall Commitment to Education (parents) (S27) .73
Sexual dependency - current (S52) .47
Sexual dependency - pre-preg (S53) .47
Sexual reticence - current (S54) .46
Sexual reticence - pre-preg (S55) .65
Total security enhancing characteristics - crnt(S66) .18
Total security diminishing characteristics - crnt(S67) .32
Total security enhancing characteristics - pre-pg(S68) .38
Total security diminishing characteristics - pre-pg(S69) .24
Mastery (S71) .35
Some of the scales were not found to be reliable taking a cut 
off point of .6 for the value of the Kappa. This point is 
considered further in the discussion section below.
6.5. RECORD OF PSYCHOLOGICAL PROBLEMS
It was decided, because of the complexity of the research 
questionnaire already drafted, not to include any large scale 
and detailed measure of psychiatric disorder. The inclusion 
of a measure like the PSE (Wing, Cooper & Sartorius 1974) for 
example, would have made the research impossibly long 
considering that it might have added little extra information 
of relevance. Instead, women were probed during the interview
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about any psychological problems they may have had, and 
whether they had been feeling 'down' or depressed, or 'keyed 
up' and anxious during the previous year. It was thought that 
this more general way of collecting the information would 
reveal any overall trends within the groups, particularly with 
regard to the types of mood states and the relationship 
between the timing of onset and the timing of pregnancy.
The information collected was recorded on the record of 
psychological problems, or G record which is included as 
Appendix E. It embodies a crude estimate of the severity of 
emotional disturbance, with cases approximating the severity 
of those disorders typically encountered in outpatient 
psychiatric departments, and borderline cases representing 
other levels of distress.
The type of disorder was rated on the woman's own statements 
about it. ' i
On the basis of these statements she could be assigned to one of a number of categories
relating to psychological symptoms. The G Record, attached as Appendix E, makes clear
the categories used. It is worth stressing that these were not true diagnostic categories,
but global judgements of the symptoms women had suffered based on their self reports.
The statements were rated seperately by two independent raters in order to determine
which category, if any, correctly described the symptoms of the woman in question. No
formal reliability tests of this measure were conducted.
151
7. SAMPLE Et DESIGN
Participants were 85 primiparae and 4 3 non pregnant women 
living in North London. The pregnant group (n=85) included 22 
planned and 22 unplanned older participants (over 25) and 20 
planned and 21 unplanned younger participants (aged 16-25).
A case control design was used with subjects assigned to 3 
groups: planned pregnancy group (n=42), unplanned pregnancy 
group (n=43), and comparison group (n=43).
THE COMPARISON GROUP
The comparison group were women of similar ages who were on 
the surgery lists at the Kentish Town Health Centre. These 
women had no living children, and had not been pregnant in the 
four years prior to interview. In all cases comparison group 
participants could not be admitted if they had had a pregnancy 
within the 4 years prior to interview, to prevent any 
confusion of results.
This was judged to be an appropriate comparison group. Women 
who have children might be expected to undergo different kinds 
of life events and difficulties than would women without 
children making comparisons difficult. A proper comparison 
group should be one whose members could have been members of 
the investigation group, ie first time mothers, something not 
true of women who already had children.
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It was also important to guard against the comparison group 
having had miscarriages or terminations which might confuse 
the results. Any woman becoming pregnant, even if she then 
had a termination, might be expected to have undergone similar 
sorts of life events and difficulties to those of the pregnant 
participants.
No attempt was made to match for the numbers of women 
cohabiting with partners or for the length of partnership 
between investigation and comparison group participants. It 
was felt that because some of the participants in the pregnant 
sample had known their partners a very short time, or were 
involved in quite casual 'partnerships', that this should be 
accurately reflected in the comparison group. There were, 
however, a considerably higher number of women in the 
comparison group who had no partner. This difference between 
the groups is further considered in the discussion section of 
this report.
There was also no attempt to match sexual activity between the 
comparison and pregnant participants. One participant, a 16 
year old comparison group member had not ever had a sexual 
relationship. She was included, however, because two of the 
16 year old first time mothers had become pregnant within 
months of their first sexual relationships. It was, 
therefore, thought that the same situation could potentially 
have occurred to this girl, making her an adequate comparison 
for girls this age group. Other than this girl, all
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participants had been sexually active at some point during the 
year.
Matching of comparison group participants was done by random 
selection of women from the general practice lists. Women 
were chosen by age to match pairs of women from the pregnant 
sample (one woman with a planned pregnancy and one with an 
unplanned pregnancy of similar ages) and some efforts were 
made to hold constant the numbers of working class and middle 
class women in each group (planned, unplanned and comparison). 
This involved a line being drawn at the Hope-Goldthorpe level 
17 between those women considered middle class and those 
considered working class.
Data was collected appertaining to the 12 month period prior 
to pregnancy, or in the case of the comparison group, in the 
year period leading up to a date 4 months before interview. 
This date was chosen to match as far as possible the date of 
conception of the pregnancy group, who were usually some three 
to four months pregnant at the time of interview.
INCLUSION CRITERIA
Some justification is needed for various decisions made about 
the admissibility of different participants:
• It was initially decided that the Pregnant Group should all 
be less than 3-4 months pregnant. This exclusion rule was 
found to be unworkable: sometimes the health visitors or
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midwives would forget to ask the women until later. This 
lead to a dilemma - either give up this exclusion criterion 
and try to include as many of the Health Centre patients in 
the study as possible, or run the risk of biasing the 
sample in another way by omitting these participants. It 
was decided that including as many of the patients as 
possible was more of a priority and so some women were 
interviewed as late as 8 Months into their pregnancies, 
however in the main, women were 3-4 months pregnant at 
interview.
• As regards race and ethnicity it was decided that all UK 
born participants would be treated as one group, rather 
than trying to compare participants on the basis of race, 
or parental country of origin. Census data on family size 
or age at first pregnancy does imply some differences in 
first generation immigrants, but by the second generation 
these differences seem to disappear. For example Indian, 
Pakistani, Bangladeshi and Irish families tend to be larger 
when the mothers are born outside of the U.K. but the 
daughters of this family seem to conform much more to the 
pattern of their host society (Haskey 1989). Such census 
information does not, in any case, relate to whether a 
woman has a planned or an unplanned pregnancy and therefore 
signs of difference in family size may mean nothing in 
relation to this study. As always when there is no reason 
to believe in differences between groups, the null 
hypothesis of no difference should be accepted.
155
Within West Indian and African families, the number of 
children is the same as the average for Indigenous 
families. The only difference observed with these 
immigrant groups is the higher tendency for one parent 
families, where the woman has never married and brings up 
her children without their father (Haskey 1989). Again 
there is no evidence that these children are more likely to 
be unplanned just because couples are unmarried, in fact it 
would seem that if unmarried motherhood is accepted in a 
community, then these children are more likely to be 
planned than the children born to an unmarried white 
mother.
Given the lack of evidence for any differences between U.K. 
born, pregnant women on the basis of their ethnic origin, 
it was decided not to use ethnic origin as an exclusion 
criterion, or to match women for ethnic origin. It was, 
however, sensible to monitor ethnic origin as a bias by 
ensuring that the numbers in each participant group were 
fairly constant across ethnic origin.
In deciding to avoid making racial distinctions, this study 
has followed Phoenix (1989) who writes "Such comparisons 
generally exaggerate differences and obscure similarities 
between groups". Later in the study some women born 
outside the UK were also included (n= 15). These included 
1 woman born in the Republic of Ireland, 1 woman born in 
South Africa, 1 woman born in Vietnam, 1 woman born in
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Finland, 1 woman born in Spain, 2 women born in Hong Kong, 
2 women born in Australia, 2 women born in Bangladesh, 3 
women born in France. In order to be interviewed at all, 
the participants had to have a good command of English, 
which suggested they would be under to at least some extent 
the same cultural influences as the England-born 
participants.
• It was assumed that both class and age would not have 
significant effects, though again attempts were made to get 
a good spread of women of all ages and all classes involved 
in the sample.
8. PROCEDURE
Pregnant participants were recruited via health visitors and 
midwives at the Kentish Town Health Centre. They approached 
pregnant primiparae when they came to their second appointment 
(around 3-4 months into the gestation) and asked them to be 
involved with the study. It was felt that any earlier in the 
pregnancy, women might later decide to have terminations and 
the focus of this study had, by this point, been confined to 
women who were taking their pregnancies to term.
It seemed preferable to interview women nearer the outset of 
pregnancy, so that memory for events and difficulties prior to 
pregnancy would not be clouded by a later re-evaluation and
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acceptance of the pregnancy.
Later in the course of collecting data, because of the 
difficulty in recruiting sufficient primiparae, participants 
were also recruited via the Community Midwives at the 
University College Hospital (UCH). After the study received 
Ethical Committee approval from the Bloomsbury and Islington 
Health Authority, the midwives began to recruit for the study: 
they asked women whether they would be prepared to be involved 
in the research when they made the initial booking with them 
(slightly earlier in the pregnancy than their booking with the 
health visitor). This Ethical Committee approval covered 
recruitment by both University College Hospital and the 
Kentish Town Health Centre.
Both the hospital midwives and the health visitors at the 
Kentish Town Health Centre were provided with a standard form 
explaining the study which women completed to indicate whether 
they would be prepared to be involved in the study or not.
The Hospital covered a much wider area of bookings, including 
women living in those parts of Camden that border on the West 
End, so that participants were no longer only from the Kentish 
Town area alone. However this study makes no assumptions 
about the homogeneity of the women involved, and it was felt 
that widening the catchment area of participants would not 
alter the character of the results.
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Comparison group participants had the same interview as
pregnant participants, in terms of probes about life events 
and difficulties, but without being asked the direct questions 
on pregnancy and attitudes to motherhood. These participants 
were chosen from surgery lists at the Kentish Town Health 
Centre, using their similarity in age to a pair of pregnant 
subjects (one planned and one unplanned group member) as the 
criterion for inclusion. Women in the comparison group did 
not have to be in a partnership to take part in the survey. 
Several of the pregnant women had been in partnerships that 
were very short term or conceived during casual relationships, 
and it was felt that restricting the comparison group to women 
in settled partnerships would not make them an adequate
comparison group. Two women in the comparison group had not 
been sexually active during the year and this included one 16 
year old girl who had never had a sexual relationship. She 
was included however because 2/3 of the 16 year old
participants had been virgins who lost their virginity in the 
study period, and conceived very soon afterwards. For this 
reason it was felt necessary to use at least one comparison 
group participant who could have been in a similar situation. 
The other 16 year old comparison group participant was
sexually active.
Members of the comparison group were sent a standard letter by 
their doctor explaining the research. A later approach by the 
investigator allowed them to decide whether to participate or 
not. The rates of refusal were relatively low (6.5% or 3/46
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women approached), however, overall many letters were sent 
because of the high rates of movement of women on the surgery 
lists.
Initially two pilot interviews were conducted in order to 
refine the questionnaire further. It was found during pilot 
interviews that the questionnaire took between 2 and 3 hours 
to administer during the interview. The initial section of 
the questionnaire (Appendix A) was filled out during the 
interview to save time but the majority of information 
required note taking from the taped interview afterwards.
All participants were thanked and if necessary contacted again 
to check on any details missed or overlooked. At a period 6 
months or so after their interview, all comparison group 
subjects were re-contacted to find out if any of them had 
become pregnant. Three women replied in the affirmative, and 
all three stated that their pregnancies had been planned. 
These women were further probed about life events that might 
have occurred since their interview. They were then included 
with the planned pregnancy group in the analysis.
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RESULTS
9. DESCRIPTION OF THE OVERALL SAMPLE
There were three separate groups within this study: women with 
planned pregnancies, women with unplanned pregnancies and 
women with no pregnancy at all. These three groups were 
designated: 'Planned' (n=42), 'Unplanned' (n=43) and
'Comparison' (n=4 3).
At a later point the women in the comparison group were 
contacted to see whether they had become pregnant in the 
months after the interview. Three women replied that they 
had, and that the pregnancies had been planned. These women 
were then treated as part of the planned pregnancy group, so 
final numbers for analysis were: planned (n=45), unplanned 
(n=43) and comparison (n=40).
During the analysis, however, it became clear that it was 
necessary to examine the different pregnancy status groups 
separately. The six classifications correspond to the answers 
to the question : Was this baby planned, and by planned I mean 
that at the time you conceived you were actually intending to 
get pregnant, or had been trying to get pregnant for some 
time?. The possible answers were rated 1 to 6 and correspond 
with the answers which follow:
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1 Baby was fully planned with S and partner agreed that it 
was the correct time to have a baby.
2 S had been planning to get pregnant at this time but had 
not really discussed it with her partner.
3 S had planned to get pregnant at some point soon, but was 
not actually thinking she would become pregnant at that 
point.
4 S did not really mind if she became pregnant or not.
5 S was not planning to become pregnant at this time but did 
not get a shock when she found she was pregnant.
6 S got a shock when she found she was pregnant because she 
really was not planning to get pregnant right at this 
moment.
Throughout the analyses, four groups are compared: women rated 
1-3 were treated as planned, while the women with unplanned 
pregnancies (answering 4,5 and 6) were divided into two 
groups. Those who answered 4 and 5 were treated as an 
intermediate 'semi-planned' group and those who answered with 
6 were treated as the 'true unplanned' group. This 
distinction between women with true unplanned and semi-planned 
pregnancies (originally envisaged as part of one overall 
'unplanned' pregnancy group) made for some interesting 
results. In many cases the semi-planned group resembled more 
the planned than the true unplanned group. To follow are the 
frequencies for the four pregnancy status groups used in 
analysis.
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Percent
(Comparison)
31.3
(Planned)
35.2
(S/Planned)
11.7
(True U/Planned) 
21.9
Value
0
1,2,3
4,5
6
Frequency
40
45
15
28
100.0
100.0
TABLE 1. Characteristics of the sample groups
Pregnancy 
Status Group
N Mean
Age
Mean
Social
Class*
Number
with
partner
Number
married
Non-pregnant 40 25.75 35.78 24/40 4/40
Planned 45 27.22 41.32 45/45 22/45
Semi-Planned 15 27.86 37.29 15/15 7/15
Unplanned 28 24.46 32.00 27/28 5/28
Social Class as measured by the Cambridge Social Class measure for women 
(Brandy 1990).
Results will be presented relating to the different 
hypotheses. Initially the full table of frequencies for the 
relevant measures will be presented, followed by a discussion 
of these results and any analysis of differences between the 
groups. Logistical Regression analysis and Configurai 
Frequency analysis for the different groups is shown at the 
end of the results section.
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10. DEMOGRAPHIC VARIABLES
No hypotheses were advanced with regard to the relationships 
between pregnancy status and demographic variables, and in the 
main no such relationships were found.
10.1. AGE
TABLE 2. Pregnancy status by age of participant:
Age of participant
Pregnancy
Status
(ncn-preg)|
1,2,3
4.5 
(semi- 
) Iarmed) 
6
(true-
16-18 13-21 22-25 26-30 31-34 35f
7.5% 20% 22.5% 30% 10% 10% 31%
(3) (8) (9) (12) (4) (4) (40)
2% 18% 24% 24% 18% 14% 35%
(1) (8) (11) (11) (8) (6) (45)
13% 7% 40% 40% 12%
(2) (1) (6) (6) (15)
14% 29% 21% 18% 7% 11% 22%
(4) (8) (6) (5) (2) (3) (28)
100%
(128)
As is shown by Table 2, the spread of ages across the groups 
did not differ greatly, despite a (non-significant) trend in 
the semi-planned group to be slightly older than the other 
groups. This reflects the study design which aimed to keep 
the numbers in the younger (16-25) and older (26+) groups 
relatively constant across groups.
There did seem to be a difference between the women when their 
ages were compared with those of their partners. There was an 
even spread of women with partners at least one year younger
164
than themselves in all three groups (semi-planned pregnancies 
being treated as one group with the true unplanned pregnancy 
group). When the women with partners much younger than them 
(five years or more) were examined, however, it was noted that 
6/9 of these couples had had 'unplanned' (true unplanned and 
semi-planned) pregnancies and 3/9 had had planned.
AGE PARTNER'S AGE PREGNANCY STATUS
35 25 Unplanned
29 24 Planned
29 23 Planned
32 24 Unplanned
31 22 Unplanned
38 31 Unplanned
32 26 Unplanned
28 19 Unplanned
32 27 Planned
The three women with younger partners who went on to have 
planned pregnancies had partners of 5 or 6 years younger than 
them, while the distribution for the women with unplanned 
pregnancies included one woman with a partner 6 years younger, 
one with a partner 7 years younger, one with a partner 8 years 
younger, 2 with partners 9 years younger and one with a 
partner 10 years younger.
The comparison group had no members with partners as much as 
five years younger than them, excluding one woman who had been 
in the comparison group, and had a partner 5 years younger 
than her, but by six months after interview she had had a 
planned pregnancy, and is one of the women transferred to the 
planned pregnancy group for analysis.
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Although the numbers involved are effectively very small, it 
was thought important to probe further. In examining the 
different cases there were no real patterns that isolated 
these women from all others; their partnerships were no better 
or worse than others, the women did not differ in terms of 
self esteem and so forth. This finding is further examined in 
the discussion section.
10.2. SOCIAL CLASS
No relationship was found between pregnancy status and social 
class as measured by the Hope-Goldthorpe scale (rated 0, 1-9, 
10-20, 21-27, 28-36, 37) using a chi squared test. The cases 
were then re-rated using the Cambridge Social Class measure 
for women (Prandy 1990) and analyzed using t-tests to compare 
means of the pregnancy status groups (Planned, True Unplanned, 
Semi-planned) and comparison group. There were no significant 
differences between groups on this measure. Further t-tests 
using the Registrar General's Social Class Index (OPCS 1991) 
again showed no significant differences between the groups.
In the case of the father and partner of the women in this 
sample, the Hope-Goldthorpe scale was felt to be adequate. It 
revealed no significant differences between the four pregnancy 
status groups when social classes groupings 1-17 and 17-37 
were compared.
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1 0 .3 .  EDUCATION VARIABLES
Various measures of educational attitudes and attainment were 
taken for each participant. None of them significantly 
related to pregnancy status. Measures used included measures 
for both the participant's and her parents' levels of 
education, scales of parental attitudes to education and 
participant's own attitude to education, measures of training 
undergone since leaving school and training planned for the 
future, and overall scales of commitment to education, both 
for the participant and for her parents. (See Appendix A and 
B for the relevant schedules).
On the measure of parental educational attainment, there was 
no significant relationship between pregnancy status and 
parental education, although a slight trend could be observed 
for women with true unplanned pregnancies to have parents less 
likely to have gone into further education. The comparison 
group, who had the highest number of women with at least one 
parent who had had further education, were significantly 
different (p< .05) from the true unplanned pregnancy group in 
terms of parents attaining further education (the other two 
pregnancy groups fell in between).
Reported parental attitudes to education were again not 
significantly different across the pregnancy status groups, 
however there was a trend for women in the true unplanned 
group to have parents with less positive attitudes towards
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education. The participant's own attitude was not
significantly related to pregnancy status. Neither past post­
school training, nor plans for further training related to 
pregnancy status. In terms of the overall attitude scales, 
neither parent's commitment to education, nor participant's 
commitment to education were significantly related to 
pregnancy status.
The only significant result in this area relates to the stage 
at which the participant had finished her education. The 
rating categories for this measure were;
1. Pre-'O' level
2. 'O' level
3. 'A' level
4. Further education - vocational
5. Further education - academic
6. S has not finished education.
TABLE 3. Pregnancy status by stage at which education 
ceased :
Stage at which education ceased
Pregnancy
1 2 3 4 5 6
Status 0 
(non-preg)j
12.5%
(5)
17.5%
(7)
17.5%
(7)
10%
(4)
32.5%
(13)
10%
(4)
31%
(40)
1,2,3
(pianned)|
13%
(6)
42%
(19)
16%
(7)
2%
(1)
27%
(12)
35%
(45)
4,5
(semi-
planned)|
6
(true-
unolannedU
6.5%
(1)
27%
(4)
40%
(6)
20%
(3)
6.5%
(1)
12%
(15)
18%
(5)
50%
(14)
7%
(2)
11%
(3)
14%
(4)
22%
(28)
100%
(128)
This is a complicated measure, but it is possible to see some 
important differences between the groups. The women with true
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unplanned pregnancies were more likely to have left school by 
'O' level stage than any of the other groups. Sixty eight per 
cent of this group had left school by the time they finished 
their 'O' levels, compared with 55% of women with planned 
pregnancies, 30% of the comparison group and 33.5% of women 
with semi-planned pregnancies (Chisq = 4.87, df = 1, p< .05). 
This measure does not indicate the final level of education 
attained (women could return to education later in life and 
this measure would not reflect that) and the lack of 
significant difference on the post-school training measure 
suggests that the final level is the same across groups. 
Nevertheless, it is interesting that education should have 
been so much more unsuccessful initially with these women than 
with the women of the other groups. It is also no surprise 
that among the young pregnant women, the pregnancy has 
coincided with the end of their education unlike the 
comparison group (10% of whom are still at school or college). 
Unfortunately this is one of the most limiting effects of 
early motherhood.
Conclusion: in general final educational variables seem to 
show little relationship with pregnancy status, although the 
stage of first leaving full time education seems to be earlier 
in the true unplanned group.
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11. LIFE EVENTS, DIFFICULTIES & PREGNANCY - THE FIRST 
HYPOTHESIS
11.1. LOSS EVENTS & EVENTS THAT THREATEN SECURITY
It was earlier hypothesised that a planned or an unplanned 
pregnancy would have been preceded by specific types of life 
event. The events likely to precede an unplanned pregnancy 
were those likely to have undermined a woman's sense of 
security. The events hypothesised to precede a planned 
pregnancy were those of a less threatening nature which drove 
a woman to re-evaluate her life. The LEDS was used to 
collect information about all the life events undergone in the 
year leading up to conception (or year leading up to 3 months 
before interview for the comparison group). From this it was 
possible to construct a number of variables: (i) the total
number of all events a women had undergone during the year 
period, (ii) the total number of severe events (defined 
below), (iii) the number of 'motherhood' events, (iv) the 
number of crises in the area of partnership, (v) the number of 
pregnancy events to significant others (cohort events), and 
(vi) the numbers of events concerned with work.
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TABLE 4 . P re g n a n cy  s ta tu s  by th e  o v e r a l l  num ber o f  e v e n ts  :
Number o f  e v e n ts
0 1-4 5-9
Row
10+ Total 
1
Status non-preg 22.5% 50% 27.5% 31%
0 (9) (20) (11) (40)
planned 2% 46% 24% 27% 35%
1,2,3 (1) (21) (11) (12) (45)
semi-planned 33% 47% 20% 12%
4 & 5 (5) (7) (3) (15)
unplanned 36% 28% 36% 22%
6 (10) (8) (10) (28)
100%
(128)
Table 4 shows the overall numbers of events in each of the 
pregnancy status groups. There was no differences between the 
groups on this measure, although there appears to be a trend 
for the highest scorers in terms of overall numbers of events 
to be members of the true unplanned pregnancy group (not 
significant). If the groups are divided so that all groups 
are compared with the planned pregnancy group on the basis of 
0-4 events versus 5 or more, the difference is significant 
(Chisq = 4.23, p< .05). This suggests that the women in the 
planned pregnancy group had less of any kind of event in the 
year of study than all other groups.
The timing of events in relation to conception was also 
examined to see if women with events on conception day, or 
within 7, 14, 30, 90 and 190 days were any more likely to
belong to a particular pregnancy status group. No differences 
were observed with regards to the general timing of events.
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although the timing of severe events demonstrated some 
relationship (see below).
SEVERE EVENTS
In previous research on depression, a relationship was 
demonstrated between events that were 'severe' and depression. 
A severe event is one that has a marked or moderate threat 
rating on long term contextual threat ie. lasts until 2 weeks 
after the initial day of the event and is severe for that 
time. These events must be focused on S or S jointly with 
others, rather than on a possession or pet or on another 
person in order to be classed as severe events.
The measure of severe events could be used either in terms of 
the presence/absence of at least one severe event or comparing 
the women with no severe events, one or two severe events or 
women with three plus severe events. The measure of severe 
events overall was adjusted into variables measuring the 
presence or absence of any severe event in the 1 day, 7 days, 
14 days, 30 days, 3 months and 6 months prior to 
pregnancy/comparison date. The statistics relating to these 
variables are presented in the next section.
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TABLE 5. 
events :
P re g n a n cy  s ta tu s  by th e  t o t a l  num ber o f  s e v e re
Number o f  s e v e re  e v e n ts
Pregnancy
Status 0
(non-preg)
1,2,3
(planned)
4,5 
(semi­
planned) 
6
(true- 
unplanned )
0 1-2 3 +
60% 35% 5% 31%
(24) (14) (2) (40)
53% 38% 9% 35%
(24) (17) (4) (45)
47% 40% 13% 12%
(7) (6) (2) (15)
50% 25% 25% 22%
(14) (7) (7) 21.1
100%
(128)
Table 5 shows the spread of scores on this measure. There are 
no differences in terms of the overall numbers of women 
experiencing a severe event (between 47-60% of all groups. 
There was, however, a significant difference when the women 
with true unplanned pregnancies were compared to all other 
women with 25% of the women with unplanned pregnancies having 
had 3 or more events compared to 8% of a combined group of all 
other women:.
TABLE 5a. Pregnancy status by total number of severe events 
comparing the women with unplanned pregnancies to all others:
Number of severe events
Pregnancy
Status
0 1-2 3+
0,1,2,3, 55% 37% 8% 78%
4,5 (55) (37) (8) (100)
6 50% 25% 25% 22%
(true- (14) (7) (7) (28)
100%
Pearson Chisq = 6.4 
df = 2 p< .04
(1 2 8 )
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Table 5a clarifies the much higher number of women in the true 
unplanned pregnancy group who have undergone 3 or more severe 
events in the past year.
Referring back to Table 5, it appears that there are similar 
levels of severe life events in all groups; the comparison 
group with 40% (16/40) having had at least one severe event, 
47%(21/45) for the women with planned pregnancies, 53%(8/15) 
for the women in the semi-planned group and 50% (14/28) in the 
true unplanned group. All groups had similar rates of at 
least one severe event, the differences lay in the groups of 
women who had 3 or more severe life events.
It was possible to see this patterning even when conducting 
the interviews. Some of the women in the true unplanned 
pregnancy group had undergone levels of severe events that 
were extremely high. Two examples are given below:
CASE 040: This woman was a 32 year old shop manageress. 
During the year of study she had finally finished a six 
year relationship with a diagnosed schizophrenic who had 
been violent and controlling. This did not prevent them 
remaining 'friends' although this 'friendship' involved 
him raping her on three occasions during the year of 
study. He had also run up debts on her phone bill that 
caused her to be cut off. She began a new relationship 
some 3 months after the split, but this broke up within 
4 months when she found she was pregnant. Within a week
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she had had a miscarriage. Two months later she was
burgled and lost all her valuables. She was not
insured. All the while she was managing an extremely 
busy shop where she was expected to work very hard and 
was involved in some conflict with her bosses. In the 
beginning of 1991 she was moved to manage a quieter 
shop, became a born again Christian and met an ex­
partner of 8 years before who she began to go out with 
again. In April she had a dramatic row with her
schizophrenic ex-partner in which her current partner
finally called the police and had him taken away. 040 
thinks that she conceived that night.
The amount of severe and threatening events reported by this 
women are well above what is expected in this sort of study. 
She had not used contraception at all for many years, and 
despite a violent sexual relationship with her ex-partner did 
not conceive. As soon as she began relationships with other 
partners she conceived very quickly. She, herself, described 
willing her body not to get pregnant with her ex-partner as an 
attempt to avoid further entanglement. Its seems fascinating 
that her sense is that she conceived the very night that she 
had in some senses made a definite decision to rid herself of 
her ex-partner by allowing the police to be called on him.
CASE 016:. This 19 year old woman worked as a shop 
assistant sometimes, and had also been working for the 
post office during the study period. She worked for the
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post office for some 4 months before being sacked for 
non attendance. She also had no stable housing, living 
with her sister, cousin or mother for a week here and 
there. The council had not been able to help her find 
somewhere of her own to live. She had had a long term 
partner who was very unreliable and had started a 
relationship with a second man, John. Two months into 
the study period she split up with John after he said he 
wanted an open relationship, and to go out with other 
women. This lead to a violent row and the end of the 
partnership. 016 was very upset. Two months later she 
began going out with Joe. The following month she was 
sacked from the Post Office. She became engaged to Joe 
in June of 1990, but at the end of that month she 
received a letter from her long term ex-partner, Harry. 
After visiting him in Jail, she decided she still loved 
Harry (the very unreliable) and broke off her 
relationship with Joe. In August she was rushed to 
hospital with acute pelvic inflammatory disease and 
stayed just under a week. The pains lasted for some 
months. 016 then lost both of her close friends, one 
going to University and the other leaving for Germany. 
The latter was pregnant at the time. The relationship 
with Harry continued, although with much conflict as he 
did not appear to have changed in his unreliable ways. 
By the time that 016 discovered she was pregnant they 
had split up again.
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Again the level of stressful changes in this woman's life are 
high. Young women tend to have more life events than those 
who are older, but this girl had had a particularly difficult 
time during the year of study. Following her pelvic 
inflammatory disease she became concerned about the physical 
effects of the pill and stopped using it. It seems worth 
noting however, that this coincided with her return to Harry. 
As will be argued below, having an unreliable partner often 
increases the chance of secondary gain from pregnancy.
Each life event was also rated for the severity reported of 
the event by the participant, a rating that sometimes differed 
from that made contextually by the interviewer. Events that 
were reported as severe were examined to see whether they 
varied by membership of the groups. The 6 women who had 
events that were severe on reported severity, but not on 
contextual severity, were included in a re-analysis of the 
overall severity variable. The table changed very little as 
there had been an even spread of these 6 women in the 
different pregnancy status groups.
AGE AND SEVERE EVENTS
A further check was made to ascertain whether age affected the 
number of life events reported by the different groups. The 
women in each of the groups were divided into 2 groups on the 
basis of age: one group for women aged 18-25 and one for women 
aged 26-38. The results of this change are shown in parts
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below (Table 5b) and in Appendix I in full
TABLE 5b. Women in the pregnancy groups divided by age to 
compare levels of severe events:
Number of severe events
Pregnancy
0 1-2 3 +
planned 45% 40% 15%
16-25 (9) (8) (3)
planned 60% 36% 4%
25-38 (15) (9) (1)
Amongst women in the younger planned pregnancy age group, only 
45% had had no severe events (a lower rate than any of the 
other groups) while 40% had had 1 or 2 severe events and 15% 
had had 3 or more severe events. This group, then, had a 
profile similar to that of the semi-planned pregnancy group 
(refer to Table 5). The women in the older planned pregnancy 
group showed a profile almost identical to that of the 
comparison group: 60% had had no events, 36% had had 1-2 and 
4% had had 3 or more. This tends to suggest that higher than 
hypothesised level of life events in the planned pregnancy 
group was due to life events happening to women under 25.
Number of severe events
0 1-2 3+
true unplanned 39% 28% 33%
16-25 (7) (5) (6)
true unplanned 70% 20% 10%
26-38 (7) (2) (1)
Similarly the women in the true unplanned group who had had 
higher levels of severe events were those in the younger age 
group. Of women aged 16-25 in the true unplanned pregnancy
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group, 61% had had at least one event, and 3 3% had had 3 or 
more events. By contrast only 30% of women aged 26-30 had had 
even one severe event. This suggests again that the women in 
the older age group resembled more closely the comparison 
group than the women in the same group who were younger.
Number of severe events
0 1-2 3+
semi-planned 
16-25
3
100.0
semi-planned 4 6 2
26-38 33.3 50.0 16.7
The same effect of age was not observed on the semi-planned 
group. Here there were only 3 women in the younger age group, 
none of whom had suffered a severe event. By contrast, the 
group of women with the highest rate of having experienced any 
severe event is women aged 26-38 in the semi-planned pregnancy 
group. Still the numbers involved in this group are small and 
should be treated with caution. The comparison group showed 
absolutely no differences between the age groups. These 
findings will be considered further in the discussion section.
TIMING OF SEVERE EVENTS
As mentioned in section A, variables were created to compare 
the time at which severe events had taken place. The rate of 
severe events in the 7, 14, 30, 90, 190 days before conception 
were monitored and compared across the pregnancy status 
groups.
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Three women were found to have had severe events in the seven 
days prior to conception/comparison date. These included 2 
women with true unplanned pregnancy and 1 member of the 
comparison group. The finding for 14 days prior to
conception/comparison date was of 4 women, 3 with true 
unplanned pregnancies and one member of the comparison group 
ie. the number of women with unplanned pregnancies had 
increased by one.(Table 6).
TABLE 6. Pregnancy status by the presence of at least one 
severe event in the 14 days before conception:
Presence/absence 
of severe events
"D
0 1
XT L. C y
Status 0 97.5% 2.5% 31%
(non-preg) (39) (1) (40)
1,2,3 100% 35%
(planned) (45) (45)
4,5 100% 12%
(semi­ (15) (15)
planned )- 
6 89% 11% 22%
(true- (25) (3) (27)
unplanned ) 19.4 75.0
100%
(128)
When re-divided so that the true unplanned pregnancy group is 
compared with all others, the result is significant (Chisq = 
3.98, p< .05). Numbers are however very small and it is 
necessary to avoid over interpretation. The picture is 
similar at 30 days before conception (Table 7).
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TABLE 7 . P re g n a n cy  s ta tu s  by th e  p re s e n c e  o f  a t  l e a s t  one
s e v e re  e v e n t i n  th e  30 days  b e fo re  c o n c e p t io n :
Presence/absence 
of severe events
0 1+
r 1.
Status 0 97.5% 2.5%
(non-preg) (39) (1)
1,2,3 96% 4%
(planned) (43) (2)
4,5 93% 7%
(semi­ (14) (1)
planned ) - 
6 82% 18%
(true- (23) (5)
unplanned )
31%
(40)
35%
(45)
12%
(15)
22%
(28)
100%
(128)
Once again when all other women are compared with women with 
true unplanned pregnancies the difference is significant 
(Chisq = 4.48, p< .03). The nine severe events reported as 
occurring in the month prior to conception are worth 
describing. All but one share an element of loss. The nine 
events include three job rejections, all with an element of 
personal failure; one redundancy to partner who had become the 
crucial wage earner following the woman's own redundancy; a 
last minute let down from a co-worker that put at risk a play 
that she and the participant had been working on; parental 
marital breakdown and separation in a participant who lived 
with her parents; a snub effectively ending the friendship, 
from what had been a close friend to a participant who was 
very socially isolated; and the loss of a potential buyer of 
a participant's house. The last event, not usually an seen as 
an event, was included because losing the buyer meant that the 
woman in question must delay having a baby until the house was
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sold. This had been the agreement between her and her
partner, who was more reluctant about parenthood. The woman 
in question had been wanting to have a baby for over two 
years, but had waited for her partner to agree.
That all these events, 8/9 of the severe events that occurred 
just prior to pregnancy, should have included an element of 
loss is worth noting as it relates to the first hypothesis 
which suggested that loss events might play a role prior to 
unplanned pregnancy.
The finding that women in the true unplanned pregnancy group 
have had more severe events is not repeated in the rates of 
events for women in the 3 months and 6 months prior to
pregnancy. Here the levels for the pregnant groups are fairly 
similar, although women in the comparison group have overall 
lower levels of events even at 6 months prior to pregnancy. 
At six months prior to pregnancy for example, only 9/40 of the 
comparison group (22.5%) have had a severe event compared to 
13/45 (29%) of women with planned pregnancies, 6/15 (40%) of 
women with semi-planned pregnancies and 11/28 (39%) of women 
with true unplanned pregnancies (not significant).
These findings support the hypotheses of the model, which 
suggests that events which make a woman feel less secure will 
precede unplanned pregnancy. Severe events of the type 
discussed above, with their high threat content, might be
expected to have just this effect, particularly if these
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events also contain an element of loss.
LOSS EVENTS
The model suggests that women with unplanned pregnancy are 
more likely to suffer from loss events prior to their 
pregnancies than are either women with planned pregnancies or 
members of the comparison group. In order to investigate this 
hypothesis, each event that was collected was rated for 
elements of loss on a four point scale (marked (1), moderate 
(2), some (3), little/none (4)). This rating of loss was 
independent of the severity rating. Using this scale a 
variable was designed which represented high loss (marked or 
moderate) events and ratings on this were compared across the 
pregnancy status groups (Table 8).
TABLE 8. Pregnancy status by presence of at least one event 
rated high on loss in the year period:
Presence/absence of 
high loss event
0 1 +
j. c y  iiuiikw,
Status 0 60% 40%
(non-preg) (24) (16)
1,2,3 67% 33%
(planned) (30) (15)
4,5 53% 47%
(semi­ (8) (7)
planned ) - 
6 43% 57%
(true- (12) (16)
unplanned )
31%
(40)
35%
(45)
12%
(15)
22%
(28)
100%
(128)
What is clear from Table 8 is that there are no real
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differences between the groups on this measure. The 
hypothesis that women with true unplanned .pregnancies (or 
indeed a combined group of women with true unplanned 
pregnancies and semi planned pregnancies) will have suffered 
a raised level of loss events in the year prior to their 
pregnancies, is not borne up.
Recalling the finding on severe events a further check was 
made on loss events in the one month prior to pregnancy. Ten 
women had had such events, of whom 6 were in the true 
unplanned pregnancy group and four were in the planned 
pregnancy group (including 2 women with long term fertility 
difficulties) . There were no comparison group members who had 
had a loss event in the one month prior to comparison date. 
A comparison of all the pregnant women versus those in the 
comparison group just fails to reach significance (Chisq = 
3.64, p< .07, Fishers Exact Test is significant: p< .018).
DANGER EVENTS
Events were also rated for danger on a four point scale 
(marked (1), moderate (2), some (3), little/none (4)). A 
variable was then created to measure the presence or absence 
of at least one high danger (1,2) event (Table 9).
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TABLE 9 . P re g n a n cy  s ta tu s  by p re s e n c e  o f  a t  l e a s t  one e v e n t
w h ic h  s c o re d  h ig h  on d a n g e r i n  th e  y e a r  p e r io d :
Presence/absence of 
high danger event
0 1 +
Status 0 82.5% 17.5%
(non-preg) (33) (7)
1,2,3 69% 31%
(planned) (31) (14)
4,5 53% 47%
(semi­ (8) (7)
planned ) - 
6 54% 46%
(true- (15) (13)
unplanned )
31%
(40)
35%
(45)
12%
(15)
22%
(28)
100%
(128)
All pregnant women were much more likely to have experienced 
highly dangerous events than were members of the comparison 
group (p< .03). It is also interesting to note however, that 
the women in the true unplanned and semi-planned groups when 
combined and compared with a joint group of the other two 
groups were significantly more likely to have had a high 
danger events (Chisq = 5.27, p< .02).
NEGATIVE RELATIONSHIP EVENTS & SEVERE RELATIONSHIP EVENTS
A key event that might be expected to undermine a woman's 
security would be a negative interpersonal event. A variable 
was set up to represent any negative interpersonal event in 
the year leading up to conception/comparison date. This 
included events that happened in various possible 
relationships: partnership, with workmates or with friends and 
relatives, it also include major interpersonal housing crises
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(e.g. arguments with neighbours). The results for this 
variable are again shown divided into three groups: no
relationship event, 1-2 relationship events and 3 or more 
relationship events (Table 10).
TABLE 10. Pregnancy status by total number of relationship 
events :
Number of events
Pregnancy
Status 0
(non-preg)
1,2,3 
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
0 1-2 3+
32.5% 60% 7.5% 31%
(13) (24) (3) (40)
64% 27% 9% 35%
(29) (12) (4) (45)
60% 40% 12%
(9) (6) (15)
25% 57% 18% 22%
(7) (16) (5) (28)
100%
(128)
In comparing women with 1-2 events, it seems that the women 
with true unplanned pregnancies and the women in the 
comparison group are of similar proportions. The real 
difference between groups lies in the small number of events 
experienced by the planned and semi-planned groups. In the 
planned group, 64% (29/45) women had had no negative
relationship event in that year, a much greater number than in 
the comparison group figure of 32.5% (13/40).
A comparison combining the women in the planned and semi­
planned group and comparing them to women in the two other 
groups on the basis of the presence or absence of events is
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significant (Chisq = 13.5, p< .001). These women had not 
undergone a usual number of such events and could be said to 
have had an unusually peaceful time during that year as 
regards relationship events.
Table 10 shows the figures for all negative relationship 
events. Another variable was created which included only 
negative partnership events. Women were rated 1 if they had 
experienced at least one negative partnership event during the 
year and 0 if not (Table 11).
TABLE 11. Pregnancy status by presence of at least one 
negative partnership event:
Presence/absence 
of event
0 1+
Status 0 42.5% 57.5%
(non-preg) (17) (23)
1,2,3 73% 27%
(planned) (33) (12)
4,5 67% 33%
(semi- (10) (5)
pi anned)- 
6 43% 57%
(true- (12) (16)
unplanned )
31%
(40)
35%
(45)
12%
(15)
22%
(28)
100%
(128)
The true unplanned group and comparison group seem similar in 
terms of the numbers in each cell. This again indicates that 
it is the women in the planned and semi-planned groups who 
have an abnormally low number of negative partnership events. 
Comparing the groups with women with planned and semi-planned 
pregnancies combined, it is found that they are significantly
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less likely to have had a negative partnership event in the 
year period than are a combined group of women with true 
unplanned pregnancies and no pregnancies (Chisq = 9.76, p< 
.01). Examining the partnership crisis variable to compare 
women with no, 1-2 and 3 or more partnership crises revealed 
no differences: so the finding that women in the true
unplanned group were more likely to have had more than 3 
negative relationship events, was not found again with 
partnership crises.
The role of severe relationship events was also examined. 
This included any relationship event that was also severe 
(definition above). Two variables were set up for severe 
events concerning the partnership and severe events in all 
other interpersonal relationships. Perhaps surprisingly, the 
severe partnership event variable showed . no differences 
between groups. The measure of severe events in other 
relationships was, however, significantly related to pregnancy 
status (Table 12).
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TABLE 12. Pregnancy status by severe events in any 
relationship other than partnership:
Presence/absence 
of event
0 1+
Status 0 92.5% 7.5%
(non-preg) (37) (3)
1,2,3 89% 11%
(planned) (40) (5)
4,5 93% 7%
(semi­ (14) (1)
planned ) - 
6 75% 25%
(true- (21) (7)
unplanned )
31%
(40)
35%
(45)
12%
(15)
22%
(28)
100%
(125)
While at most 11% of the other groups had had a severe event 
in any relationship other than partnership, 25% of the women 
in the true unplanned pregnancy group had done so. This 
result is not statistically significant (Chisq = 3.76, p< .06) 
although it is approaching significance. It does suggest that 
women in the true unplanned pregnancy group have had more 
severe relationship events outside the partnership than all 
other women.
Combining the variables measuring severe events in the 
partnership and in all other relationships to give an overall 
measure of severe events in all relationships, it is found 
that while 9/40 (22.5%) of the comparison groups, 10/45 (22%) 
women with planned pregnancies and 3/15 (20%) of women with 
semi-planned pregnancies had had a severe event in any 
relationship during the year before conception, 12/28 (43%) of 
women with true unplanned pregnancies had done so, almost
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twice as many. This difference between the women with true 
unplanned pregnancies and all other women combined is 
significant (Chisq = 3.86, p< .049).
OTHER TYPES OF SEVERE EVENTS
Other types of severe events might also be expected to 
undermine a woman's sense of security. For this reason severe 
events to do with work, money and housing were also 
investigated. None of these measures showed any differences 
across the pregnancy status groups.
11.2. RE-EVALUATION EVENTS & INCIDENTS
Another hypothesis of this study was that women undergoing any 
kind of pregnancy might be expected to have experienced the 
sort of events likely to make her re-evaluate her life. These 
sorts of events would include some of those discussed above, 
if a threatening or severe event made a woman more likely to 
re-evaluate. However, another class of non threatening events 
were also thought to be important; those relating to 
motherhood.
MOTHERHOOD EVENTS
It might be postulated that the motherhood events of others, 
and of a woman herself, could make her look closely at her own 
life and evaluate it. A variable was designed to look at
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whether a participant had had any kind of pregnancy event 
(pregnancy, birth, abortion, termination, still birth - to her 
or to significant other) during the year before 
conception/three months before interview. Women were rated 1 
if they had had one or more 'motherhood events' and 0 if not. 
This was adjusted into another variable to examine whether 
pregnancy events that were also severe (defined above) played 
any role.
Measures of motherhood events were not found to be related to 
pregnancy status either when participants were rated for 
presence/absence of any motherhood event or when overall 
numbers of motherhood events were treated (Table 13).
TABLE 13. Pregnancy status by overall number of motherhood 
events in the year period:
Number of events
Pregnancy
Status 0
(non-preg)
1,2,3 
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
0 1-2 3 +
72.5% 25% 2.5% 31%
(29) (10) (1) 3(40)
80% 20% 35%
(36) (9) (45)
87% 13% 12%
(13) (2) (15)
68% 28% 4% 22%
(19) (8) (1) (28)
100%
(128)
It is possible to observe a similar pattern of results between 
the comparison group and the women with true unplanned 
pregnancy. Both have events at a similar rate (27.5% of the
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comparison groups and 32% of true unplanned group) when 
contrasted with the women with planned or semi-planned
pregnancies. Combining these two groups and contrasting them 
with the a joint group of planned and semi planned, it appears 
that while 29% of the women in the comparison and true
unplanned pregnancy groups have had a motherhood event in the 
last year, only 18% of the other two groups have done so.
This is however, not statistically significant.
The total motherhood events variable was adjusted so that it 
reflected only severe pregnancy events (those that were marked 
or moderate on long term threat and focused on the woman 
herself or on her jointly with others). Only 5 women were 
found to have had such events, and they were evenly spread 
across the different pregnant groups. None of the 5 were 
members of the comparison group - something that no doubt 
reflects the fact that one of the selection criteria for being 
a member of the comparison group was that a woman had not had 
a pregnancy herself within the last 4 years. Often a subject 
or joint focused severe motherhood event would concern a 
woman's own previous pregnancy.
'SETTLING-DOWN' EVENTS fit COMMITMENT EVENTS
The research that originally established the importance of 
motherhood events prior to pseudocyesis (Harris 1989) also 
included in the definition of a 'motherhood event' a woman's 
engagement or marriage. These events were originally included
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in the definition of 'motherhood' events because engagement 
and marriage were viewed as events involving 'settling-down' 
in preparation for motherhood. In the current research, 
motherhood events were examined without including the woman's 
own engagement or marriage. A second variable - 'settling- 
down' events - included both motherhood events and a subset of 
events concerned with 'commitment'. The events for a woman's 
own engagement, marriage, the start of cohabitation or of 
first sexual intercourse are, then, visualised as events 
heralding an increased commitment to the partnership. Both 
the measure for 'settling-down' events (motherhood events and 
commitment events) and measure for commitment events alone are 
given below (Table 14 & Table 15).
TABLE 14. Pregnancy status by overall number of 'settling- 
down' events (motherhood & commitment events) in the year 
period :
Number of events
Pregnancy
Status 0
(non-preg)
1,2,3 
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
0 1-2 3+
60% 30% 10% 31%
(24) (12) (4) (40)
71% 24.5% 4.5% 35%
(32) (11) (2) (45)
47% 53% 12%
(7) (8) (15)
29% 64% 7% 22%
(8) (18) (2) (28)
100%
(128)
Table 14 shows that there are much wider differences between 
the groups when the commitment events are included in a
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composite variable with motherhood events. While 71% of women 
in the planned pregnancy group and 60% of women in the 
comparison group had not undergone a 'settling-down' event in 
the study period, the figures for women in the true unplanned 
and semi-planned pregnancy groups are much lower. Less than 
half the women in the semi-planned pregnancy group had not had 
such an event (47%) while the figure for the women in the true 
unplanned pregnancy group was less than one third (29%). 
Dividing the groups to compare the planned pregnancy and 
comparison group with the other two groups on the basis of the 
presence of at least one 'settling-down' event is
statistically significant (Table 14a).
TABLE 14a. Pregnancy status by presence or absence of at least 
one 'settling-down' event: true unplanned and semi-planned 
groups versus all others:
Presence/absence of
Pregnancy
Status
event
0 1
1,2,3, 66% 34%
& 0 (56) (29)
4,5 & 6 35% 65%
(15) (28)
66%
(85)
34%
(43)
100%
(128)
Pearson Chisq = 9.8 
df = 1 
p< .005
As Table 14a indicates, women with true unplanned and semi­
planned pregnancies are significantly more likely to have 
undergone one of these events. This raises the question of 
whether it is the commitment events alone (without motherhood 
events) that are important. In order to examine this, the
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variable for commitment events was compared in the different 
groups with motherhood events excluded (Table 15).
TABLE 15. Pregnancy status by the presence of a commitment 
event in the study period:
Presence/absence 
of event
0 1+
Status 0 80% 20%
(non-preg) (32) (8)
1,2,3 64% 36%
(planned) (29) (16)
4,5 53% 47%
(semi­ (8) (7)
planned ) - 
6 50% 50%
(true- (14) (14)
unplanned )
31%
(40)
35%
(45)
12%
(15)
22%
(28)
100%
(125)
Although one can still see the tendency for women in the true 
unplanned and semi-planned pregnancy groups to have had more 
commitment events, it is not as pronounced. Despite this, 
when these groups are combined and compared with a combined 
group of women with no pregnancy or a planned pregnancy, the 
difference is statistically significant (Chisq = 4.45, p< 
.04).
It would seem then, that it is the women with true unplanned 
and semi-planned pregnancies who have undergone the sort of 
events that encourage re-evaluation rather than women with 
planned pregnancies. The women with the true unplanned 
pregnancies seem to have higher levels of both commitment 
events and more straight forward motherhood events, while
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women in the semi-planned pregnancy group have an elevated 
level of commitment events alone. This point will be further 
considered in the discussion section below.
COHORT EVENTS & MOTHERHOOD INCIDENTS
Variables were also developed to reflect 'cohort' events. A 
cohort event can be described as the pregnancy or birth of a 
first baby to someone significant to the participant. This is 
a widened concept: the LEDS includes as events first births to 
siblings and the first of a cohort to have a baby. This is to 
visualise a woman as part of a cohort .of friends all 
approaching different life stages at the same rate. The first 
of this cohort to have a baby, is then seen as dragging the 
rest of her cohort into the next life stage and so her 
pregnancy and birth are seen as events for all the other women 
in the cohort. In this research, given the salience of 
significant others bearing children, the number of events 
included in the cohort measures were widened. In the first 
cohort measure (COHORTl) the events included: all first
pregnancy/birth to siblings, pregnancy/birth to the first of 
the cohort, first births to very close friends or confidants 
(if the woman was very involved), and in the case of one young 
girl, her mother's pregnancy and birth (Table 16).
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TABLE 1 6 . P re g n a n cy  s ta tu s  by COHORTl (p re s e n c e  o f  a t  l e a s t
one p re g n a n c y  o r  b i r t h  e v e n t t o  o t h e r s ) :
COHORTl
0 1+
It i. w ^ l i C l X i o y
Status 0 80% 20% 31%
(non-preg) (32) (8) (40)
1,2,3 91% 9% 35%
(planned) (41) (4) (45)
4,5 93% 7% 12%
(semi­ (14) (1) 10.9
planned )- 
6 75% 25% 22%
(true- (21) (7) (28)
unplanned )
100%
(128)
There seems to be a trend for women who have had cohort events 
to be those in the comparison and true unplanned pregnancy 
groups (in similar proportions) and not those who have had 
planned or semi-planned pregnancies. This trend is not 
statistically significant although it is approaching 
significance (Chisq = 3.57, p< .058).
The second cohort measure (C0H0RT2) rated women for the 
presence or absence of a marriage or engagement event to a 
significant other. In order for such happenings to be counted 
as events they must have occurred either to siblings or in the 
very close family, to the first of a cohort, or to a friend or 
confidant in such as way as to have some important impact on 
the woman herself. In fact there were only 9 women in the 
sample who had experienced such events and they were fairly 
evenly spread across all the groups. A combination variable 
of the two types of cohort events is shown for the different
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p re g n a n c y  s ta tu s  g ro u p s  (T a b le  1 7 ) .
TABLE 17. Pregnancy status by COHORTl + C0H0RT2 (all 
motherhood and marriage or engagement events to significant 
others):
Presence of a 
cohort event
Pregnancy
Status 0
(non-preg)
1,2,3 
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
0 1 +
70% 30% 31%
(28) (12) (40)
89% 11% 35%
(40) (5) (45)
87% 13% 12%
(13) (2) (15)
71% 29% 22%
(20) (8) (28)
100%
(128)
Again it appears that the members of the comparison group and 
women with true unplanned pregnancies have a similarly higher 
rate of cohort events than do women in the planned and semi­
planned groups. Combining the four groups in this way for a 
further analysis shows that difference between them is 
significant (Chisq = 5, p< .025). This would suggest that the 
rate is actually lowered in the latter two groups and that the 
women with true unplanned pregnancies have a rate closer to 
that of the comparison group, and therefore perhaps to the 
general population.
This is in direct conflict with the hypothesis that 'settling- 
down' events in others are likely to influence women into 
planning a pregnancy.
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The third cohort measure (COHORTS) rated women on motherhood 
'incidents'. That is to say, things that had happened during 
that year that were not events by LEDS criteria (happened to 
someone who was not first of a cohort and/or the woman was not 
sufficiently involved) but which made the issue of motherhood 
very salient. These included friends' pregnancies, siblings' 
later pregnancies (not only the first) and then some other 
salient events: in several cases the ex-partner of the woman's 
current partner had become pregnant, or even her own ex­
partner with a new female partner announced his 
engagement/first birth etc. A description of motherhood 
incidents are included as Appendix F.
TABLE 18. Pregnancy status by COHORTS (Motherhood incidents):
Pregnancy
Status 0
(non-preg)
1,2,3
(planned)
4,5
(semi­
planned)
6
(true- 
unplanned )
COHORTS
0 1 +
65% 35% 31%
(26) (14) (40)
56% 44% 35%
(25) (20) (45)
73% 27% 12%
(11) (4) (15)
71% 29% 22%
(20) (8) (28)
100%
(128)
This measure showed no differences across pregnancy status 
groups.
In conclusion: Women with true unplanned pregnancies had
similar rates of general motherhood events, cohort pregnancy
199
events and cohort engagement/marriage events to the comparison 
groups. The women in planned and semi-planned groups had 
reduced rates, and significantly fewer events of the COHORTl 
and C0H0RT2 type when these were measured together. 
Motherhood incidents failed to distinguish the groups at all.
The hypothesis that all pregnant women will have experienced 
these sort of re-evaluation events cannot then be supported. 
The only really important finding in this area is the 
relationship between pregnancy status and both 'settling-down' 
and commitment events, something only related to having a true 
unplanned or semi-planned pregnancy. There is no evidence 
that women in the planned pregnancy group were more likely to 
plan their pregnancies following any kind of re-evaluation 
events. The higher level of 'settling-down' and commitment 
events in the true unplanned and semi-planned pregnancy groups 
suggest that these are the groups who may have undergone 
important re-evaluation events or incidents.
11.3. CHALLENGE EVENTS & FERTILITY
A further hypothesis concerned the possible role of 
challenging events in problems of fertility. The current 
research collected data relating to the number of months of 
unprotected sex undergone by each participant. In this case 
it was possible to see which women had taken longer periods to 
conceive and to postulate the presence of a 'fertility 
problem'. This classification is not very rigorous - without
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compiling detailed inventories of sexual activity over time 
and assessing partner's fertility it would be impossible to 
draw any conclusions. However it was thought interesting to 
investigate what, if anything, might distinguish the women who 
had taken longer to conceive. The term 'fertility problems' 
is used, but it is accepted that this may not be a strictly 
adequate description of why women had taken longer to 
conceive.
WOMEN WITH 'FERTILITY PROBLEMS'
Table 19 shows the distribution of women across the different 
pregnancy status groups by the time taken in trying to get 
pregnant. The rating categories were: no full months of
unprotected sex (0), 1-12 months of unprotected sex (1), 13-18 
months of unprotected sex, (2) 19-24 months of unprotected sex 
(3) 25 or more months of unprotected sex (4). It is important 
to note that unprotected sex merely reflected the time spent 
not using any method of contraception, and so was not directly 
related to the intentionality of pregnancy. For this reason, 
women with unplanned pregnancies could still have had periods 
of unprotected sex, while not intending to become pregnant.
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TABLE 19. Pregnancy status by duration of unprotected sex in 
months :
Number o f  m onths o f  u n p ro te c te d  sex
Pregnancy
Status 0
(non-preg)
(planned)
5
(semi­
planned )
6
(unplanned)
0 1-12 13-18 19-24 25+
97.5%
(39)
2.5%
(1)
31%
(40)
7% 
* (3)
64%
(29)
4%
(2)
7%
(3)
18%
(8)
35%
(45)
67%
(10)
27%
(4)
7%
(1)
12%
(15)
79%
(22)
21%
(6)
22%
(28)
The 3 women in the comparison group who later became pregnant
100%
(128)
Not surprisingly, it is the women with planned pregnancies who 
show the greatest spread of times spent not using 
contraception. There is however one woman in the semi-planned 
pregnancy group who never used contraception because she 
thought she was infertile and then became the one woman with 
an unplanned pregnancy and long term unprotected sex. 
Participant 101, a comparison group member who had not been 
using contraception for 18 months, but who had not yet 
conceived, was the only member of the comparison group with a 
possible fertility problem.
Referring to Appendix G the spread of significant scores for 
women with more than 6 months spent without using 
contraception is shown. The most significant difference 
between these women and all others lies in the area of 
contraceptive risk taking, perhaps not surprisingly. However 
there is an interesting relationship with the measure for
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social isolation prior to pregnancy.
Infertility is usually a term applied to couples who have 
tried to conceive for longer than 12 months. For this reason 
further tests were conducted on the 15 women who had had 
unprotected sex for longer than 12 months. No measures showed 
any significant differences on this group, with the exception 
of contraceptive risk taking. The table for this comparison 
is shown below (Table 20).
TABLE 20. Duration of unprotected sex by contraceptive risk 
taking (high and low):
Risk taking
Months of 
unprotected 
sex.
High Low
0-12 86% 14% 88%
(97) (16) (113)
13+ 33% 67% 12%
(5) (10) (15)
Pearson Chisq = 22.55 
df = 1
p< .001
100%
(128)
Table 20 clearly shows that women with long term problems with 
fertility take more risks with contraception. This finding 
is, however, not unexpected.
LIFE EVENTS AND FERTILITY PROBLEMS
There are some 13 women who took longer than 12 months to 
conceive and had planned pregnancies. These include the 8 
women who had had problems with fertility that made them think 
they could not conceive. 6/8 of these women had had at least
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one severe event in the year before pregnancy and it could be 
argued that in this case the events operated in some way to 
end a long period of infertility that had prevented them from 
conceiving despite risk taking in the past.
The sort of severe events undergone by these 6/8 women with 
fertility difficulties included partner's redundancy (when he 
was the only earner in the couple), serious conflict between 
one woman and her mother, splitting up for a time with a 
regular partner, being made redundant following an offer of 
promotion, and conflict followed by the ending of a close 
friendship. In addition, two women suffered severe events 
related to their fertility (laparoscopies and other 
operations). With the exception of the latter medical events, 
these sorts of events all contain an element of loss. This is 
in keeping with the association previously found between loss 
events and pregnancy (Greenberg 1959).
There were 7 other women who had taken more than 12 months to 
conceive, 5 women with planned pregnancies plus one woman with 
a semi-planned pregnancy and one member of the comparison 
group. The rate of severe events in these 7 women was much 
lower. Six of the seven women had not undergone a severe 
event.
An original hypothesis of the model was that challenging 
events would act in some way to prevent pregnancy. The 
numbers of women with longer term fertility problems was not
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large enough to really establish the truth or falsehood of 
this hypothesis. Certainly the women did not show a large 
number of challenging events in the year of study. However, 
some of the events described are worthy of further 
consideration and are described below.
Case 046: A 25 year old Vietnamese refugee who
conceived after trying to get pregnant for 9 months. In 
the previous year she had been working hard on a BTech 
course, which she found very difficult because of her 
English. In June she completed her exams and she became 
pregnant in July.
In this case the challenge of the exams could be held 
responsible for the woman in question taking some months 
longer than expected to conceive.
Case 048: An 18 year old English girl who had not been 
using contraception with her partner for 17 months 
before she conceived. She attended a performing arts 
course during this time but decided to give it up in 
May, because she felt she could make more progress as a 
singer alone. Within the month she had become engaged 
to her partner, and decided to try and get pregnant.
She conceived within 3 months.
In this case, it could be argued that her pursuit of success 
in a very competitive world prevented her earlier pregnancy.
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It could also be the case that in becoming engaged and 
committed to the partnership and idea of pregnancy, the 
importance of the challenging world of the performing arts 
lessened for this woman and she was able to conceive easily.
Case 101: This woman was a member of the comparison
group who had been trying to conceive for 18 months at 
the time of interview. Although she protested that she 
had not been trying 'seriously', when recontacted 6 
months after interview she had still not conceived. She 
was a 3 3 year old woman who following a completely 
unexpected redundancy became a self-employed fashion 
journalist. It was around the same time as she was made 
redundant that she decided to try and conceive. She 
found working freelance very difficult, particularly 
when she did not have enough work. She attempted on 
several occasions to get full time jobs again, but 
without success.
It could be argued in this case, that the continued failure to 
conceive is a result of the challenge of a new work 
environment. The woman in question did not expect her 
redundancy, but was keen to make the best of it. Becoming 
self employed, particularly in the high pressure area of 
fashion journalism can be considered a very challenging event.
In conclusion, the few women with recognised problems with 
fertility showed a high rate of severe events, often with an
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element of loss prior to their conception. This was not found 
to be the case amongst other women who had had long periods of 
unprotected sex, but had no history of fertility problems. As 
regards challenging events, the numbers involved in this 
sample were really to small to draw any conclusions. However, 
as the case studies demonstrate, this could be a fruitful area 
for further study.
11.4. DIFFICULTIES RELATING TO A LACK OF SECURITY
The relationship between longer term 'provoking agents', ie. 
difficulties, and pregnancy status was also examined. The 
type of difficulties hypothesised to play an important role 
prior to unplanned pregnancy were those concerned with 
undermining security.
SEVERITY OF DIFFICULTIES
All difficulties were rated for their severity on a seven 
point scale (very marked, marked, high moderate, low moderate, 
mild, very mild, not a difficulty). A difficulty was said to 
be severe if it was rated 1-3 (very marked, marked or 
moderate) at any point. In order to be rated at all, a 
difficulty must have lasted longer than a month, meaning that 
it was severe for at least this time. Table 21 shows the 
distribution across the pregnancy status groups for the 
variable measuring the total number of severe difficulties (of 
any type and duration). The variable is divided into
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groupings for 1-2 severe difficulties and 3 or more, although 
no participant had more than 4 difficulties that reached a 
severity level of 3 or higher.
TABLE 21. Pregnancy status by total number of severe 
difficulties :
Number of severe difficulties
Pregnancy
Status 0
(non-preg)
1,2,3 
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
0 1-2 3 +
55% 35% 10% 31%
(22) (14) (4) (40)
50% 44% 6% 35%
(22) (20) (3) (45)
47% 47% 6% 12%
(7) (7) (1) (15)
32% 54% 14% 22%
(9) (15) (4) (28)
100%
(128)
Table 21 shows the similarity of scores across the different 
groups, despite some indication that the women in the true 
unplanned pregnancy group had higher numbers of severe 
difficulties in the year before pregnancy: 68% of the women in 
this group had had a severe difficulty, in comparison with 53% 
of women with semi-planned pregnancies, 50% of women with 
planned pregnancies and only 45% of women in the comparison 
group. This difference is not statistically significant 
however.
DURATION OF SEVERE DIFFICULTIES
Earlier work has demonstrated a relationship between 'major'
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difficulties and the onset of depression. A major difficulty 
can be defined as: a difficulty lasting longer than two years, 
which is not purely a health difficulty and which is high in 
threat rating. In this sample variables were created for (i) 
major difficulties lasting two years; and major-type 
difficulties - similar in every way to true major difficulties 
except in terms of duration - lasting (ii) 1 year (iii) 6 
months and (iv) 3 months. The latter three variables were 
created because the numbers of women undergoing difficulties 
high in threat of more than two years were too few for this to 
be the only measure used.
With major difficulties lasting at least 2 years, no 
significant difference was found across the pregnancy groups. 
These were found in only 8-15% of cases in all the three 
groups. Table 22 compares women with major type difficulties 
but lasting only one year or more:
TABLE 22. Pregnancy status by total number of severe 
difficulties lasting 1 year or longer:
Number of year long severe difficulties
Pregnancy
Status 0
(non-preg)
1,2,3 
(planned)
4,5
(semi­
planned)
6
(true- 
unplanned )
0 1 2
85% 10% 5% 31%
(34) (4) (2) (40)
82% 16% 2% 35%
(37) (7) (1) (45)
86% 7% 7% 12%
(13) (1) (1) (15)
75% 25% 22%
(21) (7) (28)
100% (128)
209
Table 22 indicates that similar numbers of women had undergone 
major-type difficulties of one year or more in all the groups. 
The slight observable difference that women in the true 
unplanned group showed, to have had more major-type 
difficulties lasting more than a year, is not statistically 
significant.
TABLE 23. Pregnancy status by total number of severe 
difficulties lasting 6 months or more:
Number of six month severe difficulties
Pregnancy
Status 0
(non-preg)
1,2,3 
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
0 1 2 3
77.5% 12.5% 10% 31%
(31) (5) (4) (40)
73% 18% 7% 2% 35%
(33) (8) (3) (1) (45)
86% 7% 7% 12%
: (13) (1) (1) (15)
60% 25% 11% 4% 22%
(17) (7) (3) (1) (28)
100%
(128)
The same distribution of data - with women in the true 
unplanned pregnancy group seeming to have had more major-type 
difficulties - can be seen with major-type difficulties 
lasting 6 months or more. It is not, however, statistically 
significant.
Comparing women on the basis of major-type difficulties 
lasting 3 months or more showed no significant differences 
between the groups.
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TYPES OF SEVERE DIFFICULTIES
In order to see if certain types of difficulties that might be 
expected to undermine security played an important role, 
difficulties were also compared by type. They were divided 
into those that were rated as severe for at least a month and 
those that were rated as non-severe (low moderate, mild and 
very mild) for their entire duration. A difficulty that was 
usually mild but had a short period when it was marked, would 
by this division have been included as a severe difficulty.
SEVERE PARTNERSHIP DIFFICULTIES
A crucial area in which a woman's security might be undermined 
was again thought to be the partnership. Women were compared 
for the presence and absence of a severe partnership 
difficulty (Table 24).
TABLE 24. Pregnancy status by presence or absence of severe 
partnership difficulties:
Presence/absence 
of difficulty
Pregnancy
Status 0
(non-preg)
1,2,3
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
0 1
95% 5% 31%
(38) (2) (40)
93% 7% 35%
(42) (3) (45)
87% 13% 12%
(13) (2) (15)
79% 21% 22%
(22) (6) (28)
(128) 100%
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The differences between the groups on this measure are not 
great. A comparison between a combined group of women with 
true unplanned and semi-planned pregnancies and a combined 
group of women with planned pregnancies and members of the 
comparison group was not found to be statistically significant 
after correction, although it did approach significance (Chisq 
= 3.76, p< .052). When women with true unplanned pregnancies 
were compared with all other groups, again the result just 
failed to reach significance (Chisq = 3.53, p< .06).
Although these results are not significant at the level used 
throughout this study (.05), they are interesting and will be 
considered further in relation to other findings relating to 
the partnerships of the women in the different pregnancy 
status groups.
OTHER SEVERE RELATIONSHIP DIFFICULTIES
Difficulties in all other relationships than partnership, and 
including any interpersonal housing difficulties (for example 
problems with neighbours) were used to create a variable to 
measure severe relationship difficulties (Table 25).
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TABLE 25. Pregnancy status by number of severe relationship 
difficulties :
Number of 
difficulties
0 1
Status 0 85% 15%
(non-preg) (34) (6)
1,2,3 84% 16%
(planned) (38) (7)
4,5 80% 20%
(semi­ (12) (3)
planned ) - 
6 64% 36%
(true- (18) (10)
unplanned )
31%
(40)
35%
(45)
12%
(15)
22%
(28)
100%
(128)
Table 25 indicates that women with true unplanned and semi­
planned pregnancies had higher rates of interpersonal 
difficulties in the year before their pregnancy than did women 
with planned pregnancies and the comparison group. A 
comparison of the true unplanned and semi-planned pregnancy 
groups against the other two groups combined is statistically 
significant (Chisq = 4.1, p< .05).
The sort of relationship difficulties found amongst women in 
the true unplanned pregnancy group varied very much. Some 
examples are given below:
CASE 054: This 25 year old woman, a psychiatric staff 
nurse, has been with her partner for three and a half 
years. Her family knew and liked him. When she 
announced that she was going to marry him, however, 054 
made the mistake of thinking that she could be honest to
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her father about his having been married before. Her 
father is a staunch catholic and was very upset that she 
would not be getting married in a church. This lead to 
severe conflict in the family and 054's father would not 
speak to her from the announcement of the engagement 
until she was married ( about 6 months ). He would 
telephone every so often and ask her "w^ e 11, have you 
changed your mind yet?" and then put the phone down. On 
other occasions he said things like "/ used to iove my
daughter ". Other members of the family found the
situation very difficult, particularly as 054's mother 
was prepared to come to the wedding. Her two sisters 
were not very supportive, and felt annoyed that she was 
so upsetting their father. 054 did not feel she could 
invite many members of the family to the wedding because 
of the situation. She began to have nightmares that she 
had died and gone to hell in response to this reaction 
from her father. In the end they brought the wedding 
forward 6 months just to get it over with. She 
conceived 2 months later.
A key component of this difficulty seems to be the threat of 
loss of the woman's father. That she should have got pregnant 
following a difficulty of this type evokes the ideas of 
earlier writers discussed above (Greenberg et al 1959).
CASE 023: This 16 year old girl has had a very
difficult relationship with her mother. Just prior to
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the study period she attempted suicide as a threat 
against her mother who had broken her agreement with 023 
not to resume her relationship with 023's violent 
stepfather. This did not improve relations between 
them. The following month 02 3 left home after a violent 
row and was too afraid to return. She moved in with 
her cousin (she was only 15 at this point). Following 
this her mother became very ill and when she was still 
in hospital the following month she plucked up courage 
to go and see her. Because she took a friend for moral 
support, her mother became very angry and a big row 
ensued. They have had some contact by letter since 023 
became pregnant some 5 months after this, but other than 
that 023 has not seen her mother at all.
For a young woman of 16, such a complete end to her 
relationship with her mother must register as a terrible loss. 
This would be the case even in a relationship as conflictual 
as the one described by 023. She fled into her one more 
stable relationship; that with her 17 year old partner about 
whom she was at best ambivalent. During a month that she came 
off the pill because she had missed some pills she conceived.
OTHER SEVERE DIFFICULTIES
Severe difficulties relating to work, housing, money and 
health of the woman, her partner or significant others showed 
no differences across the different pregnancy groups. The
215
different groups did not differ in terms of the numbers of 
women who had had a severe work difficulty. The table for 
severe work and severe housing difficulties are given as 
appendices H2 & H3. Only between 1% and 7% of women had had 
a severe money difficulty, suggesting that financial security 
was not an important issue for any of the groups. The numbers 
of women undergoing severe health difficulties themselves was 
also quite small: only 3 women in the entire sample had had
such difficulties.
Severe difficulties relating to the partner's work did show 
differences across the groups; the women in the semi-planned 
had an unusually high level of such difficulties (Table 26).
In order for a partner's problems at work to constitute a 
difficulty for a participant they had to be very severe, such 
that they interfered with the partnership or in the case where 
the woman was financially dependent on her partner, the 
difficulty had to pose a severe threat to financial security. 
Given the quite high threshold for inclusion, the numbers of 
women undergoing such difficulties was low. However the 
patterning of the results is intriguing:
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TABLE 2 6 . P re g n a n cy  s ta tu s  by p re s e n c e  o r  absen ce  o f  s e v e re
w o rk  d i f f i c u l t i e s  o f  p a r t n e r :
Presence/absence 
of difficulty
Pregnancy
Status 0
(non-preg)
1,2,3 
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
0 1
97.5% 2.5% 31%
(39) (1) (40)
98% 2% 35%
(44) (1) (45)
80% 20% 12%
(12) (3) (15)
100%
(27)
22%
(28)
100%
(128)
There seems to be a significantly higher number of such work 
difficulties to the partners of women in the semi-planned 
group. To test this further a comparison of this group and 
all others was conducted:
TABLE 26a. Pregnancy status by presence or absence of severe 
work difficulties to partner: semi-planned versus all others:
Presence/absence of 
difficulty
Pregnancy
Status
0 1
1,2,3,6 98% 2% 114
& 0 111 (2) 89.1
4 & 5 80% 20% 12%
(12) (3) (15)
Pearson Chisq = 7.37 
df = 1
p < .006
Fishers exact test
for a one tail test, p< .02.
100%
(128)
It would appear that this group, the women with semi-planned
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pregnancies had experienced an elevated level of such 
difficulties in the year before pregnancy, although the 
numbers of women involved makes interpretation of this finding 
very difficult.
11.5. DIFFICULTIES LEADING TO RE-EVALUATION
It was hypothesised that certain non severe difficulties might 
also play a role in making a woman re-evaluate her life, and 
perhaps decide to get pregnant. In particular, this 
hypothesis suggested that boredom or alienation at work might 
have some role to play in the timing of first pregnancy. For 
this reason non severe work difficulties were examined for the 
different pregnancy status groups.
NON-SEVERE WORK DIFFICULTIES
TABLE 27. Pregnancy status by presence or absence of non 
severe work difficulties:
Presence/absence 
of difficulty
NO YES
i. cyiiCliiL^y
Status 0 35% 65%
(non-preg) (14) (26)
1,2,3 47% 53%
(planned) (21) (24)
4,5 27% 73%
(semi­ (4) (11)
planned ) - 
6 50% 50%
(true- (14) (14)
unplanned )
31%
(40)
35%
(45)
12%
(15)
22%
(28)
100%
(128)
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There were no differences between the groups in terms of 
the numbers of women undergoing non-severe work difficulties. 
The slightly higher level in the women with semi-planned 
pregnancies might be thought to support the hypothesis, 
however it is not statistically significant.
NON-SEVERE DIFFICULTIES WITH PARTNERSHIP
No hypotheses were put forward with regard to the role of non 
severe partnership difficulties. However, the nature of the 
other hypotheses concerning the role of partnership does imply 
that for women undergoing a pregnancy the partnership will be 
very important. This would suggest that these women will 
either have no partnership difficulties (women with planned 
pregnancies), or have difficulties that are severe (women with 
unplanned pregnancies). Non severe partnership difficulties - 
like indifference or boredom with the partner - might be 
expected to have higher rates in women in the comparison 
group. Table 28 shows the relationship between pregnancy 
status and non-severe difficulties with partnership:
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TABLE 2 8 . P re g n a n cy  s ta tu s  by num ber o f  non  s e v e re
p a r tn e r s h ip  d i f f i c u l t i e s :
Presence/absence 
of difficulty
'PT'orrn r^n r*\7
0 1
Status 0 67.5% 32.5%
(non-preg) (27) (13)
1,2,3 87% 13%
(planned) (39) (6)
4,5 80% 20%
(semi­ (12) (3)
planned )- 
6 82% 18%
(true- (23) (5)
unplanned )
31%
(40)
35%
(45)
12%
(15)
22%
(28)
100%
(128)
Table 28 suggests that the comparison group may have had more 
non-severe partnership difficulties in the study year than did 
the pregnant groups. To test this idea the three pregnant 
groups were combined and tested against the comparison group, 
however the result just failed to reach significance (Chisq = 
3.60, p< .057) .
OTHER NON-SEVERE DIFFICULTIES
The tables for some of the other non severe difficulties are 
given in Appendix H. Non severe difficulties for housing, 
relationships other than partnership and for partner's work 
showed no differences across the pregnancy status groups.
Non severe health difficulties for the participants themselves 
were significantly less frequent in the planned pregnancy 
group than amongst members of the other 3 groups combined
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(Chisq = 5.4, p< .02). The table for this finding is given as 
appendices H6 & H6a.
Non severe money difficulties were found significantly more 
often in the comparison group than in all pregnant groups 
combined (Chisq = 5.2, p< .02). The table for this finding is 
given as Appendices H5 & H5a.
11.6. FERTILITY & THE ENDING OF DIFFICULTIES
The groups were also compared to see if there were any 
differences between them with regard to the ending of 
difficulties. Variables were designed to see whether (i) 
women had had a severe difficulty (very marked, marked or 
moderate) which reduced to a mild difficulty or (ii) had a 
difficulty of any severity which ended within a certain time 
before conception. This was to address the idea that the end 
of challenging difficulties could have coincided with 
pregnancy. This is to say that the end of such a difficulty 
might suddenly allow the body to relax by the cessation of 
tension and was then able to conceive, after a period of 
infertility.
The variables for the lessening or end of a difficulty were 
examined for the different pregnancy status groups. It was 
however not possible to use these variables for much as those 
for difficulties ending or reducing 2 weeks, 1 month and 3 
months before conception involved too few cases to be of any
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interest. In the case of the variables looking at the 
reduction to mild or very mild from severe difficulties within 
6 months of conception, although the numbers of cases 
permitted study, there were no differences between the groups.
The only one of these variables that appeared worthy of 
further study was the one measuring difficulties that had 
ended within 6 months of conception (Table 29).
TABLE 29. Pregnancy status by presence or absence of the end 
of a difficulty within the 6 months before pregnancy:
Presence/absence of
Pregnancy
Status 0
(non-preg)
1,2,3
(planned)
4,5
(semi­
planned)
6
(true- 
unplanned )
end of difficulty
0 1
97.5% 2.5% 31%
(39) (1) (40)
96% 4% 35%
(43) (2) (45)
100% 12%
(15) (15)
86% 14% 22%
(24) (4) (28)
100%
(128)
Table 29 suggests that a higher proportion of the true 
unplanned group had had a severe difficulty that ended within 
six months of conception. However when the true unplanned 
group are compared with all others, the chisquare value is not 
significant (Chisq = 3.47, p< .06).
The hypothesis that these variables would relate to levels of 
fertility was further investigated. The variables for the end
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or lessening of difficulties in the 1,3 and 6 months before 
conception were compared to the variable measuring the 
duration of unprotected sex to see whether women who had been 
trying to get pregnant for some time, had experienced the end 
of difficulties close to their time of conception. The 
results did not in any way support this hypothesis, as the 
ending of difficulties was similar for women who had been 
trying to conceive for some time and those who had not.
The case studies of women with longer term periods of 
unprotected sex were examined for difficulties that had ended, 
to see whether any support for this idea could be found. The 
results of this search are given below.
Case 026: A 28 year old Personnel Manager with a large 
company, this woman had been trying to conceive for the 
past 6 years. During the past year, her work has been 
very stressful. A long term vacancy for her assistant 
had not been filled, so that she was in effect doing two 
jobs. On top of this for more than 6 months she covered 
for a colleague which meant she was doing his job as 
well. She worked more than a 10 hour day and brought 
further work home with her. She was content to do this, 
in one sense, because she had decided she would never be 
able to have children and should become a career person. 
Close to the time she conceived (unfortunately she could 
not be sure it was before) an assistant was finally 
recruited to help her. She herself spontaneously
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commented that the relief she felt might have allowed 
her to become pregnant. Her pregnancy the following 
month was a complete surprise.
In this case then, the pregnancy coincided with the ending of 
a major stress. Even if the assistant did not begin to work 
with her until after she had conceived, she knew that he had 
been recruited some weeks before, and felt a great sense of 
relief to know she would not be continuing to work alone.
Case 013: A 33 woman working as a Civil Servant. This
woman had been trying to find another job for almost 2 
years before she conceived. She found her work very 
difficult, not least because she described the work 
place as a "conservative, hierarchical, male oriented 
institution which gets you down." She had a very 
difficult relationship both with her boss and with one 
of the women who worked for her which broke out 
regularly into open conflict. She was very unhappy with 
her work. At the end of 1990 she took up an opportunity 
to advise a foreign government for 3 months. She had at 
this point been trying to conceive for 15 months. Her 
trip abroad was very successful and she enjoyed it. On 
her return she was finally able to find a job in another 
department. Within one month of her return, she had 
conceived.
Again, conception seems to have coincided with the ending of
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a long term difficulty related to work. Other women seemed to 
conceive after the ending of a severe emotional difficulty.
075: A 21 year old who was unemployed at the time of 
interview, and had recently moved to London from another 
town. This woman had been going out with her partner 
for some two and a half years and trying to conceive for 
19 months. Throughout the time that they had been
together, there had been problems with his ex­
girlfriend. She followed 075 and her partner 
everywhere, even harassing them by throwing stones at 
his apartment window. She tried to get 075's partner to 
come back to her, but without success. On two occasions 
she attacked 075 and fought with her, although on other 
occasions she tried to befriend her. Finally, she
became pregnant, and claimed it was the child of 075's 
partner. This lead to a crisis in the partnership
between him and 075, which ultimately resulted in them 
moving to London. Within 2 months of being in London, 
she had conceived.
In this case, it appears that the stress of the situation 
between her partner and his ex-girlfriend might have prevented 
pregnancy for 19 months. It is arguable whether this 
difficulty can be envisaged as a challenge which has ended 
with the young couples escape from their home town, still its 
proximity to conception is striking.
225
In conclusion, then, there was no support for the idea that 
the ending of difficulties coincided with conception in women 
trying to get pregnant. In fact the tendency was for the 
women in the true unplanned pregnancy group - who were 
actively trying to avoid pregnancy - to have experienced more 
often the end of difficulties just prior to conception. There 
was no statistical support for the hypothesis amongst women 
who had had longer periods of unprotected sex. Still, as the 
case study reports make clear, there are some indications that 
conception can rapidly follow the ending of certain types of 
difficulties. This area would benefit from further 
investigation with a larger number of women who have taken 
longer periods of time to conceive.
11.7. OTHER MEASURES RELATING TO SECURITY
Apart from the possible 'provoking agents' that might exist - 
events or difficulties likely to provoke a pregnancy - there 
may also be background 'vulnerability factors' which affect a 
woman's sense of security. Other scales were used to assess 
the overall level of security in the life of each participant: 
measures of security in her life before and after pregnancy, 
and measures of how far the pregnancy might make life more 
secure.
OVERALL SECURITY: PRE-PREGNANCY AND EXPECTED POST-PREGNANCY
Overall security of a woman's life was measured using the
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'total overall security measures' which are rated both 
positively (the factors enhancing feelings of security) and 
negatively (the factors diminishing feelings of security). 
The sort of factors taken into account were the security of 
her partnership, of her job, of her housing, of her 
relationships with friends and family, of her money situation. 
This was a rating made contextually by the interviewer. The 
enhancing and diminishing factors were rated using four point 
scale (marked (1), moderate (2), some (3) and little/none (4)) 
and were rated for the time both before pregnancy/6-12 months 
ago and currently.
The tables for the time prior to pregnancy are given below 
(Table 30 & 31.) The tables for the time since pregnancy are 
given as Appendices H7 & H 8 .
TABLE 30. Pregnancy status by total pre-pregnancy security 
enhancing factors of life:
Level of enhancing factors
Pregnancy
Status
(non-preg)
1,2,3 
(planned)
4,5 
(semi­
planned) 
6
(true- 
unplanned )
1 2 3 4
27.5% 40% 30% 2.5% 31%
(11) (16) (12) (1) (40)
36% 42% 22% 35%
(16) (19) (10) (45)
20% 47% 33% 12%
(3) (7) (5) (15)
14% 39% 43% 4% 22%
(4) (11) (12) (1) (28)
100%
(128)
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TABLE 31 . P re g n a n cy  s ta tu s  by t o t a l  p re -p re g n a n c y  s e c u r i t y
d im in is h in g  f a c t o r s  o f  l i f e :
Level of diminishing factors
Pregnancy
Status 0
(non-preg)
1,2,3 
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
1 2 3 4
10% 42.5% 40% 7.5% 31%
(4) (17) (16) (3) (40)
11% 22% 51% 16% 35%
(5) (10) (23) (7) (45)
13% 40% 47% 12%
(2) (6) (7) (15)
25% 36% 25% 14% 22%
(7) (10) (7) (4) (28)
100%
(128)
Tables 30 & 31 do not show any strong differences between the 
groups, and for that reason it is important to guard against 
over-interpreting the data. However, in terms of security 
enhancing characteristics of pre-pregnancy life, it appears 
that there is a trend for the women in the true unplanned 
group to have less participants who scored marked (1) on this 
measure than in all the other three groups (p< .045). This 
suggests that while the groups are the same on moderate 
security enhancing factors, the women in the true unplanned 
group lacked members with markedly secure lives prior to 
pregnancy.
In terms of pre-pregnancy security diminishing factors, the 
women in the true unplanned group were more likely to fall in 
the group with a marked level of security diminishing factors 
(25% in comparison with 13% in the semi-planned group, 11% in 
the planned group and 10% in the comparison group.) though
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this difference is not significant. The only significant 
finding here seems to that the women with planned pregnancies 
have significantly less diminishing characteristics of life 
prior to pregnancy (Chisq = 4.85, p< .03).
No relationships were found between pregnancy status and the 
measures of current security enhancing and diminishing factors 
(see Appendices H7 & H8).
The findings with respect to measures of overall security do 
not really support the hypothesis that women with true 
unplanned pregnancies have had or have currently more to be 
insecure about, or less to be secure about than women with 
planned pregnancies or the comparison group. Therefore they 
do not offer support for the first hypothesis.
RELATIONSHIP BETWEEN SEVERE EVENTS AND SECURITY MEASURES
The total number of severe events variable was strongly 
related to the measures of overall security: current total 
level of security enhancing characteristics was lower in women 
with severe events (p< .001) and total level of security 
diminishing characteristics was higher in women with severe 
events (p< .001). At a year or so before interview the women 
with severe events were still more likely to have less to make 
them feel secure (p< .001) and more to make them feel insecure 
(p< .001) than women with no events. This is worth noting 
given the finding that women with true unplanned pregnancies,
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when separated and compared with all other groups are 
significantly more likely to have 3 or more severe events.
SECURITY CHARACTERISTICS OF MOTHERHOOD
Another way of examining the situation of security in the 
participants' lives was to look at how far a pregnancy would 
increase security for a woman, and whether this varied by her 
later pregnancy status. Again the security characteristics of 
motherhood were rated for both positive and negative 
characteristics, using a four point scale (marked (1), 
moderate (2), some (3), little/none (4)). These ratings were 
based on the interviewer's estimation of how far a child would 
have threatened or enhanced security in various areas: 
partnership, other important relationships, work, housing, 
money, during the study period. The rating was based, then, 
on the idea of a hypothetical pregnancy to the participants, 
whether or not they were pregnant at the time of interview.
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TABLE 32 . P re g n a n cy  s ta tu s  by th e  s e c u r i t y  e n h a n c in g
c h a r a c t e r i s t i c s  o f  m o th e rh o o d :
factors
Level of security enhancing
Pregnancy
Status 0
(non-preg)
1,2,3 
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
1 2 3 4
2.5% 17.5% 62.5% 17.5% 31%
(1) (7) (25) (7) (40)
9% 44% 38% 9% 35%
(4) (20) (17) (4) (45)
7% 46% 40% 7% 12%
(1) (7) (6) (1) (15)
18% 43% 40% 22%
(5) (12) (11) (28)
100%
(128)
TABLE 33. Pregnancy status by the security diminishing 
characteristics of motherhood:
factors
Level of security diminishing
Pregnancy
Status 0
(non-preg)
1,2,3 
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
1 2 3 4
45% 30% 20% 5% 31%
(18) (12) (8) (2) (40)
7% 29% 42% 22% 35%
(3) (13) (19) (10) 34.4
20% 47% 27% 7% 12%
(3) (7) (4) (1) (15)
18% 54% 25% 4% 22%
(5) (15) (7) (1) (28)
100%
128)
Examining Tables 32 & 33, it is clear how important it is to 
look separately at both the positive and negative aspects of 
motherhood. The comparison group have lives where motherhood 
would not enhance their security. Only 20% (8/40) would gain 
high security enhancement from having a baby (high being a
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combination of the marked and moderate scale points) compared 
with 53% (24/45) of women with planned pregnancies, 53% (8/15) 
of women with semi-planned pregnancies and 61% (17/27) women 
with true unplanned pregnancies. All the pregnant groups when 
added together score higher on the security enhancing 
characteristics of motherhood than the comparison group (p< 
.001).
The tendency of the true unplanned group to have more members 
scoring marked on security enhancing characteristics (18% 
compared with at most 9% in any other group) is worth noting 
although it does not reach statistical significance. Also 
worth noting is the finding that not one member of this group 
of women would fail to gain at least some enhanced security 
from pregnancy.
Examining the security diminishing characteristics of 
pregnancy the results are actually very different (Table 33). 
Here women with true unplanned and semi-planned pregnancies 
much more resemble comparison group members. 75% (30/40) of 
the comparison group, 67% (10/15) of women with semi-planned 
pregnancies and 72% (20/28) of women with true unplanned
pregnancies would find security highly diminished by a having 
a baby in comparison with only 36% (16/45) women in the
planned pregnancy group (Chisq = 14, p< .001). This finding 
suggests that women who have unplanned pregnancies have lives 
which would both benefit and suffer in terms of security from 
having a baby, while women with planned pregnancies are more
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likely simply to benefit and women in the comparison group are 
more likely simply to suffer. This relates directly to the 
issue of secondary gain which is considered in the next 
section.
SECONDARY GAIN
Both pregnancy and the birth of a baby are events with the 
potential to generate secondary gain. That is to say, that 
there are hidden secondary benefits possible from becoming 
pregnant or having a baby (as discussed in section 6.4). 
Secondary gain was rated by the interviewer after examination 
of all the factors inherent in a pregnancy for each 
participant. The possibilities for secondary gain in any 
pregnancy were rated for all subjects on a three point scale 
(marked (1), some possibilities but unclear (2) no 
possibilities (3)).
TABLE 34. Pregnancy status by the presence of potential for 
secondary gain:
Level of potential for 
secondary gain
Pregnancy
Status 0
(non-preg)
1,2,3 
(planned)
4,5
(semi­
planned)
6
(true- 
unplanned )
1 2 3
7.5% 20% 72.5% 31%
(3) (8) (29) (40)
16% 36% 49% 35%
(7) (16) (22) (45)
27% 47% 27% 12%
(4) (7) (4) (15)
54% 32% 14% 22%
(15) (9) (4) (28)
(1 2 8 ) 100%
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This measure is strikingly different between the different 
groups (Table 34). While 86% of women in the true unplanned 
group, and 74% of women in the semi-planned pregnancy group 
had potential for secondary gain from pregnancy, before their 
pregnancy, and 52% of women with planned pregnancies did so, 
only 27.5% of women in the comparison group did so.
This is a striking finding: Women who are not pregnant are 
significantly different from all pregnant women on this 
measure (Chisq = 14.81, p< .001). Women in the true unplanned 
group are significantly higher in levels of secondary gain 
than all other women (Chisq = 13, p< .001). A combined group 
of these women and women in the semi-planned pregnancy group, 
are also significantly different from a combined group of 
women with planned pregnancies and no pregnancy (Chisq = 
18.06, p< .001). Even when comparing the pregnant groups, 
women with planned pregnancies have significantly lower levels 
of potential,for secondary gain than do the other two groups 
combined (Chisq = 7.67, p< .005).
As will be shown in the section for logistic regression 
analysis, the measure for secondary gain is the best predictor 
of unplanned pregnancy (when women with semi-planned and true 
unplanned pregnancies are combined). For this reason two 
examples of women with secondary gain potential are given 
below. The examples are of one woman with an unplanned 
pregnancy and secondary gain and one with a planned pregnancy 
and secondary gain.
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CASE 061; A 23 year old anglo Chinese woman conceived in 
a situation of marked secondary gain. Her pregnancy was 
unplanned. She was approaching the end of her BA course 
in Ceramics which had severely undermined her sense of 
herself. She was not feeling confident about getting 
any kind of job following the end of her degree. She 
was also living with other students during this time.
At the end of her course she would be expected to move 
home again with her family. Her mother and she 
sometimes get on badly, particularly because her mother 
has always discouraged her from having partners. Her 
mother feels she should wait until she is older and then 
marry money to avoid the hardships the mother feels she 
suffered. Within the month prior to her pregnancy, 061 
also found out that her close friend Sarah had snubbed 
her. They had not been close for a couple of years but 
as 061 has few friends she was an important contact if 
only symbolically. This snub effectively underlined to 
061 that they were no longer friends. When she became 
pregnant she described herself as shocked, but basically 
pleased. Her partner was very upset and suggested that 
she have an abortion. She refused and said that she was 
not really worried as she knew that "he would have to 
marry" her. Their relationship was overall quite good 
despite some tension.
In this case there seem to be several ways in which the woman
could benefit from a pregnancy. Her partner will be forced to
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marry her (this is far more of a sure bet in an anglo Chinese 
couple); she will escape her family's overcrowded council 
flat, and her dominating mother; she will avoid the difficult 
decision of what to do about getting a job and will have an 
instant role to take on. Furthermore, it could be argued that 
the baby is a way to offset the loss of her only close friend.
CASE 044: This 36 year old woman worked as an office
manager. She had been cohabiting with her partner for 
3 years, but wanted them to get married and start a 
family. Her partner was resistant to this idea and 
felt he was not ready to commit himself. 3 months prior 
to pregnancy she moved out of their shared house issuing 
him an ultimatum that he had to decide either way. They 
continued to keep in some contact and the following 
month 044 took herself off the mini-pill with a view to 
getting pregnant. Her partner finally proposed to her 
3 months later, and she feels that this was the night 
she conceived. Her worries that he would not, in fact, 
stick to his proposal were not ill founded. A few days 
before the wedding he panicked and suggested that they 
call it off. This was when she told him she was 
pregnant and blamed it on the unreliable mini-pill. 
This lead to a crisis, but the wedding went ahead as 
planned.
This is the clearest example in the whole study of a woman who 
planned her pregnancy, at least in part, for a secondary gain.
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In this case the gain was a commitment from her partner which 
she eventually achieved, with the help of her pregnancy.
SEVERE LIFE EVENTS & SECONDARY GAIN
A further relationship was demonstrated between the overall 
number of severe events a woman had undergone, and her 
potential for secondary gain. The tables showing this 
relationship for the different pregnancy status groups are 
shown below (Table 35).
TABLE
severe
35. Pregnancy status groups shown for the number of 
events by levels of secondary gain:
E
V
E
N
T
S
Comparison
Group
Level of Secondary Gain
Planned Pregnancy 
Group
1 2 3 1 2 3
0 4% 20% 75% 4% 29% 16%
(1) (5) (18) (1) (7) (16)
1-2 14% 22% 64% 29.5% 41% 29.5%
(2) 21.4 (9) (5) (7) (5)
3+ 100% 25% 50% 25%
(2) (1) (2) (1)
Pearson Chisq = 2.1 
df = 4 
p n.s.
Pearson Chisq = 8.32 
df = 4 
p n.s.
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E
V
E
N
T
S
Semi Planned 
Pregnancy Group
Level of Secondary Gain
Unplanned Pregnancy 
Group
Pearson Chisq = 10.24 
df = 4 
p< .036
1 2 3 1 2 3
0 29% 29% 42% 50% 29% 21%
(2) (2) (3) (7) (4) (3)
1-2 83% 17% 43% 43% 14%
(5) (1) (3) (3) (1)
3+ 100% 71% 29%
(2) (5) (2)
Pearson Chisq = 2.4 3 
df = 4 
p n.s.
Looking at these Table 35, it becomes clear that for the 
comparison group, no matter what the frequency of severe 
events, the women are much less likely to have secondary gain. 
On the contrary, amongst the true unplanned group, it seems 
that the women are likely to have secondary gain whether they 
have severe events or not. It is in the other groups that 
signs of an association between the two variables appear.
In the planned pregnancy group, dividing the variable for 
secondary gain so that it contrasts any secondary gain (1 & 2) 
with no secondary gain (3) makes for a significant difference 
between the groups of women with and without severe events 
(Chisq = 6.5, p< .038). This makes sense as the numbers of 
women experiencing at least some secondary gain leaps from 3 3% 
(8/24) to 70.5% (12/17) and 75% (3/4) when the woman has 
experienced at least one severe event.
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Amongst the semi-planned group the difference is quite clear 
from the table. Amongst the women with no events, 42% have no 
secondary gain, while when women have had one or two events 
the proportion with no secondary gain drops to 17%. There are 
no women with 3 or more events who do not have marked 
secondary gain (although only 2 women in this group have 3 or 
more events).
11.8. SUMMARY OF FINDINGS REGARDING THE FIRST 
HYPOTHESIS
The first hypothesis receives some support from the findings 
above. Women with true unplanned pregnancies have more often 
undergone more than 3 severe life events, when compared with 
other women, have undergone more severe events close to their 
conceptions and have significantly more severe events and 
severe difficulties in important relationships other than the 
partnership. They are also less likely to score 'marked' on 
measures of overall security prior to pregnancy.
There are a number of other findings that do not seem to fit 
with hypothesis one. Other types of events are not found more 
often in women with true unplanned pregnancies. All pregnant 
groups are equally likely to have experienced events high in 
danger, and more likely than the comparison group. Loss 
events and other kinds of severe events and difficulties are 
not experienced more often by women in the true unplanned 
pregnancy group. Finally women in the true unplanned
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pregnancy group and comparison group have similarly high 
levels of non severe negative partnership and relationship 
events, significantly more than women in the planned and semi­
planned pregnancy groups. There are also no clear patterns of 
lowered security in this group which would lend unambiguous 
support to the hypothesis.
As regards re-evaluation events in women with planned 
pregnancies, the reverse of the what was suggested by 
hypothesis one appears to be the case. Women with planned and 
semi-planned pregnancies are less likely to have experienced 
motherhood events, or cohort events than are women in the true 
unplanned and comparison groups. Commitment and 'settling- 
down' events are significantly more likely to have been 
experienced by women in the true unplanned and semi-planned 
pregnancy groups.
The connection between challenging events and problems in 
conceiving, or between the end of difficulties and conception 
following a long period of unprotected sex could not be 
supported or refuted. The numbers of women who had had long 
periods of unprotected sex were too small to be really 
confident of any findings. Still there was little statistical 
evidence for this part of hypothesis one. However some case 
vignettes were suggestive of support for this part of the 
hypothesis. Further work here appears to be needed.
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12. SELF ESTEEM, COMMITMENT TO ARENAS, MASTERY &
PREGNANCY - THE SECOND & THIRD HYPOTHESES
The second hypothesis examined in this research was that women 
who have unplanned pregnancy will suffer from lower self 
esteem than other women, be less involved in external arenas 
and more committed to the arenas of home and partnership.
12.1. SELF ESTEEM
The model described in part two of this research suggests an 
important role for self esteem in making a woman vulnerable to 
unplanned pregnancy. One of the hypotheses probed therefore, 
was that women with unplanned pregnancies would tend to have 
had lower self esteem prior to pregnancy than women with 
unplanned pregnancies or the comparison group. Self esteem 
was assessed using various measures of self acceptance and 
self definition and in a more general way by looking at how 
far a woman was committed to various arenas of her life which 
could therefore provide her with a way to affirm her self 
esteem.
SELF ACCEPTANCE
This was rated using 2 four point scales (marked (1), moderate 
(2), some (3), little/none (4)) for the time prior to 
pregnancy/6-12 months ago, and for the current time. Self 
acceptance tended to be rated highly if the participant was
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unlikely to want to change places with anyone else but could 
understand someone wanting to be her, if she complained of 
little about herself, was able to be assertive where 
necessary, and found problem-solving and decision-making 
fairly easy.
TABLE 36. 
pregnancy :
Pregnancy status by self acceptance prior to 
Level of self acceptance
Pregnancy
Status 0
(non-preg)
1,2,3
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
1 2 3 4
10% 65% 25% 31%
(4) (26) (10) (40)
9% 65% 24% 2% 35%
(4) (29) (11) (1) (45)
20% 40% 40% 12%
(3) (6) (6) (15)
11% 54% 32% 4% 22%
(3) (15) (9) (1) (28)
100%
(128)
As Table 36 shows, there was no difference between the 
different pregnancy groups on self acceptance prior to 
pregnancy. The measure of current self acceptance (since 
pregnancy) also showed no differences between groups. The 
table for this measure is given as Appendix H 9 .
SELF DEFINITION
This was measured by the participant's positive and negative 
statements about herself in response to questions concerning 
both character and appearance and role performance. It was
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rated on two four point scales - positive self definition and 
negative self definition - for the time pre-pregnancy and for 
the current time. The scale points were marked (1), moderate 
(2), some (3), little/none (4).
TABLE 37. Pregnancy 
to pregnancy:
status by positive self definition prior
Level of positive 
self definition
Pregnancy
Status 0
(non-preg)
1,2,3
(planned)
4,5
(semi­
planned)
6
(true- 
unplanned )
TABLE 38. Pregnancy 
to pregnancy:
1 2 3 4
10% 57.5% 32.5% 31%
(4) (23) (13) (40)
4% 60% 34% 2% 35%
(2) (27) (15) (1) (45)
27% 40% 27% 6% 12%
(4) (6) (4) (1) (15)
4% 68% 28% 22%
(1) (19) (8) (28)
100%
(128)
status by negative self definition prior
Level of negative 
self definition
Pregnancy
Status
(non-preg)
1,2,3
(planned)
4,5 
(semi­
planned) 
6
(true- 
unplanned )
2 3 4
20% 75% 5% 31%
(8) (30) (2) (40)
22% 58% 20% 35%
(10) (26) (9) (45)
20% 47% 33% 12%
(3) (7) (5) (15)
25% 64% 11% 22%
(7) (18) (3) (28)
100%
(1 2 8 )
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Table 37 & 38 indicate that neither positive nor negative self 
definition prior to pregnancy appear to be related to later 
pregnancy status. Self definition at the current time is 
similarly not clearly related to pregnancy status. The tables 
for positive and negative self definition at the current time 
are given as Appendices HIO & Hll.
NEGATIVE EVALUATION OF SELF (NES)
A scale for Negative Evaluation of Self was constructed by 
adding the scores on self acceptance to the scores on negative 
definition of self, both prior to pregnancy and currently. If 
a woman scored low (some or little/none) on self acceptance 
and high (marked or moderate) on negative self definition 
either prior to pregnancy or currently she was rated as having 
NES. Otherwise she scored 0 on this measure. The 
justification for using this scale follows a demonstration of 
its usefulness in earlier work (Brown, Andrews, Bifulco & 
Veiel 1990) see above. Given that this has been demonstrated 
to be an important 'vulnerability factor' in depression, it 
was thought worthwhile to probe its role for the women in the 
different pregnancy status groups (Table 39).
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TABLE 39 . P re g n a n cy  s ta tu s  by th e  num bers o f  women w i t h  NES:
Presence
Pregnancy
Status
(non-preg)
1,2,3 
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
of NES 
NO YES
67.5% 32.5% 31%
(27) (13) (40)
69% 31% 35%
(31) (14) (45)
67% 33% 12%
(10) (5) (15)
54% 46% 22%
(15) (13) (28)
100%
(128)
There were no differences between the groups on this measure, 
although there does look to be a slightly higher rate of NES 
in the unplanned pregnancy group. This was not found to be 
statistically significant. When the women with and without 
NES in the true unplanned pregnancy group were separated into 
two groups and compared, there was little to distinguish the 
two groups. More women in the group without NES were married 
or in settled cohabiting partnerships. Perhaps it is no 
surprise that the women with the most difficult partnerships 
were those found in the group with NES.
NES was analyzed against three of the partnership variables : 
confiding in partner prior to pregnancy, undependability of 
partner prior to pregnancy, and overall quality of 
partnership. The measure of confiding showed no relationship 
to levels of NES. The measure for partner's undependability 
was significantly related to NES (Chisq = 8.42, df = 1 p<
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.004). In this two by two comparison, 66% (12/18) of women 
with undependable partners had NES compared with only 28% of 
women without such partners. The overall quality of 
partnership variable just failed to reach significance when 
analyzed in a two by two chisquare test with NES (Chisq = 
3.53, df = 1, p< .06). Fifty five percent of women with low 
quality partnerships overall had NES compared with 31% of 
women with high quality partnerships. It would also seem that 
NES is related to lower overall current commitment to 
partnership (Chisq = 10.44, p< .015).
These findings would tend to validate the measure, which has 
in the past been related to negative elements in close 
relationships (Brown, Bifulco Veiel & Andrews 1990). The 
finding that levels of confiding are not related to levels of 
NES is also in keeping with these findings. Earlier work 
would predict a relationship between positive evaluation of 
self and the positive measures of partnership.
Other interesting associations with NES were also found. In 
the case of social isolation when again the latter is divided 
into high (1,2) and low (3,4) categories (Chisq = 4.5, p< 
.03); to lower levels of security enhancing characteristics 
both currently (Chisq = 5.3, p< .03) and prior to pregnancy 
(Chisq = 5.83, p< .015); to higher levels of security
diminishing factors in life, both currently (Chisq = 4.86, p< 
.027) and prior to pregnancy (Chisq = 8.64, p< .034). There 
was also a trend for women who had NES to have higher sexual
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reticence, both before and since pregnancy, but this just 
failed to reach statistical significance.
NES was not found to be related to the social class of the 
women in this study using the Cambridge Measure of Social 
Class or to their partner's or father's social class as 
measured by the Hope-Goldthorpe scale. This would tend to 
discount any simple association between a disadvantaged 
background and lower levels of self esteem.
As regards life events, NES was found to be significantly 
higher in women who had had at least one event than in women 
with no events (Chisq 4.6, p<.03). 61% of women with NES had
had a severe event compared to 39% of women without NES.
NES also demonstrated a significant relationship with the 
record of psychological symptoms (discussed below). This 
indicates that it was measuring in the expected way the same 
feelings of negative self evaluation as those described and 
measured by earlier writers. When NES was analyzed against 
the measure of the presence or absence of psychological 
record, the chisquare value was 9 (p< .002). Sixty per cent 
of women with psychological records had NES and a similarly 
high figure of 67.5% of women without NES had no psychological 
record.
NES was also compared in women with regard to measures of 
parental loss in childhood, problems in childhood and
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childhood vulnerability (discussed below, section 16). None 
of these measures showed significant relationships with the 
exception of the measure of childhood vulnerability. The 
latter measure, which takes into account death or separation 
from mother, separation from father, and being in care or 
adopted at any point under age 17, was found to be related to 
NES. While only 28% (23/83) of women without childhood
vulnerability had NES, 47% of women with childhood 
vulnerability did so (21/45) (Chisq = 3.84, p< .05). Again 
this tends to support the ideas of other writers described 
above on the connection between early inadequate parenting and 
lower self esteem later in life.
However, perhaps the most interesting finding with regard to 
NES was its statistically significant relationship to 
secondary gain (Table 40).
TABLE 40. Negative evaluation of self by secondary gain
Secondary gain
NES
Marked Some None
NO 14.5% 31% 54%
(12) (26) (45)
YES 38% 31% 31%
(17) (14) (14)
Pearson Chisq = 10.38 
df = 2 
p< .005
65%
(83)
35%
(45)
100%
(128)
Table 40 reveals that women with NES are more likely to be in 
situations with the potential for secondary gain. While 38% 
of women with NES have marked secondary gain, only 14.5% of
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those without NES do so. Given the significant relationship 
already discussed between secondary gain and pregnancy status, 
further analyses were conducted to compare the relationship 
between NES and secondary gain in the different groups. The 
results did not show any important differences between the 
groups. The table for this can be found as Appendix H12.
It would seem then that there is no significant relationship 
between the direct measures of self esteem and pregnancy 
status. The hypothesis concerning the relationship between 
unplanned pregnancy and low self esteem cannot be supported.
12.2. COMMITMENT TO ARENAS PRIOR TO PREGNANCY
While direct measures of self esteem do not show the 
hypothesised relationship to pregnancy status, it could be 
that measurement of commitment to certain arenas will be able 
to clarify the situation. If women with unplanned pregnancies 
receive less support from their external activities and are 
over-dependent on the arenas of home and partnership, this 
might be expected to affect their self esteem adversely.
COMMITMENT TO WORK
This was measured using one scale to assess the participant's 
commitment both to her own job and to the world of work in 
general. Her comments were used by the interviewer to make a 
rating using a four point scale: marked (ij, moderate (2),
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some (3), little/none (4) (Table 41).
TABLE 41. Pregnancy status by commitment to work:
Level of commitment to work
Pregnancy
Status 0
(non-preg)
1,2,3
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
1 2 3 4
17.5% 45% 27.5% 10% 31%
(7) (18) (11) (4) (40)
11% 31% 42% 16% 35%
(5) (14) (19) (7) (45)
20% 27% 40% 13% 12%
(3) (4) (6) (2) (15)
7% 36% 18% 39% 22%
(1) (10) (5) (11) (28)
100%
(128)
Comparing the comparison group with the three other groups 
combined does make for a significant result (p< .043). For 
the comparison group 62.5% (26/40) scored highly on commitment 
to work compared with 42% (19/45) of women with planned
pregnancies, 47% (7/15) of women with semi-planned pregnancies 
and 40% (11/15) of women with true unplanned pregnancies. It 
is worth noting however, that all these measures are self- 
report, and retrospective, and it may be that women who become 
pregnant just tend to forget that they have in the past been 
committed to work and decide that they are not the ' career 
type'.
The difference between the comparison group and all pregnant 
women is the most striking finding related to this measure, 
however there is also a difference between the women in the 
different pregnancy groups. When the women in the true
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unplanned pregnancy group are compared with all other pregnant 
women they are found to be significantly less committed to 
work (p< .03) even without the addition of the highly
committed comparison group.
COMMITMENT TO EXTERNAL RELATIONSHIPS
The social world is often seen as playing a vital role in 
maintaining self esteem. It could be hypothesized then, that 
women with unplanned pregnancies would show less commitment to 
these friendships and supportive relationships, so making them 
more vulnerable to knocks and bruises against their self 
esteem. The commitment to external relationships scale was 
rated by the interviewer on the basis of a participant's 
comments about her commitment to friendships and to other 
relationships outside the partnership. The measure used a 
four point scale: marked (1), moderate (2), some (3) and 
little/none (4).
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TABLE 4 2 . P re g n a n cy  s ta tu s  by co m m itm en t t o  e x te r n a l
r e la t io n s h ip s  b e fo r e  p re g n a n c y :
Level of commitment to 
relationships
Pregnancy
Status
(non-preg)
1,2,3 
(planned)
4,5 
(semi­
planned) 
6
(true- 
unplanned )
1 2 3 4
7.5% 67.5% 22.5% 2.5% 31%
(3) (27) (9) (1) (40)
9% 40% 42% 9% 35%
(4) (18) (19) (4) (45)
7% 40% 40% 13% 12%
(1) (6) (6) (2) (15)
18% 43% 39% 22%
(5) (12) (11) (28)
100%
(128)
Dividing the groups so that all pregnant women were contrasted 
with the comparison group on this measure, and using a high 
(1,2) and low (3,4) categorisation of commitment to external 
relationships showed a significant difference (Chisq = 4.98, 
p< .015). This suggests that prior to pregnancy the women in 
the pregnant groups were less committed to external 
relationships than were women in the comparison group. 
Between the pregnant groups, there were no differences in 
scores.
This area can be further examined by looking at the data on 
social isolation prior to pregnancy. Although the two 
measures are independent (it is possible to be highly 
committed to external relationships and yet not have any, 
making the person highly socially isolated) they are worth 
examining in relation to one another.
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TABLE 4 3 .
p re g n a n c y  :
P re g n a n cy  s ta tu s  by s o c ia l  i s o l a t i o n  p r i o r  t o
L e v e l o f  s o c ia l  i s o l a t i o n
Pregnancy
Status 0
(non-preg)
1,2,3
(planned)
4,5 
(semi­
planned) 
6
(true- 
unplanned )
1 2 3 4
5% 20% 75% 31%
(2) (8) (30) (40)
13% 29% 58% 35%
(6) (13) (26) (45)
7% 33% 60% 12%
(1) (5) (9) (15)
4% 7% 39% 50% 22%
(1) (2) (11) (14) (28)
100%
(128)
In examining Table 4 3 there does appear to be a trend for the 
women with true unplanned pregnancies to have been more 
socially isolated in the time leading up to their pregnancies. 
This is, however, not statistically significant. This is 
worth noting given the fact that they are a group relatively 
high in commitment to external relationships, being the group 
with the largest number of women scoring marked on pre­
pregnancy commitment to external relationships. The 
comparison group are the least likely group to suffer from any 
social isolation (75% scoring little/none).
COMMITMENT TO EXTERNAL ARENAS
The participant's commitment to external arenas prior to 
pregnancy (hobbies, religion, politics and so forth) was also 
rated in order to see if this form of commitment might be 
important in supplying self esteem and perhaps protecting a
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woman from an unplanned pregnancy. Again the interviewer made 
a rating based on the participant's own comments about 
involvement in activities outside the home. The scale used a 
four point scale (marked (1), moderate (2), some (3), 
little/none (4)).
TABLE 44. Pregnancy status by commitment to external arenas 
before pregnancy:
Level of commitment to 
external arenas
Pregnancy
Status 0
(non-preg)
1,2,3
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
1 2 3 4
2.5% 45% 27.5% 25% 31%
(1) (18) (11) (10) (40)
7% 27% 29% 38% 35%
(3) (12) (13) (17) (45)
27% 40% 33% 12%
(4) (6) (5) (15)
4% 25% 29% 43% 22%
(1) (7) (8) (12) (28)
100%
(128)
Table 44 demonstrates that there is no relationship between 
pregnancy status and commitment to external arenas before 
pregnancy. Despite a seemingly higher level of commitment to 
external arenas amongst the comparison group, when the measure 
was divided into a high (1,2) and low (3,4) categorisation the 
difference just failed to reach significance (Chisq = 3.37, p< 
.075).
The results on commitment to the different arenas before 
pregnancy do not really shed any clear light on the 
hypothesised relationship between self esteem and unplanned
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pregnancies. They do, however, suggest, a trend for all women 
who go on to get pregnant to be less committed to the arenas 
of work, external relationships and external activities than 
are the comparison group - it would seem that this lack of 
engagement outside the home could make a woman 'vulnerable' to 
any kind of pregnancy.
12.3. SOCIAL SUPPORT - A VERY CLOSE RELATIONSHIP
Earlier writers (O'Connor & Brown 1984) have outlined a 
relationship between having a 'very close relationship' and 
psychological state. The SESS provides the potential for an 
examination of levels of social support in the women studied 
here. Further to the Hypothesis 2, it was reasoned that a 
close confiding relationship might play a key role in 
maintaining self esteem. A variable was created to measure at 
the numbers of women with at least one 'close confiding' 
relationship outside the partnership. This was described as 
a woman with a parent, sibling or other relative, or friend in 
whom they would confide and whom they saw at least once per 
week or telephoned at least twice per week. The frequencies 
for this table are given below (Table 45).
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TABLE 4 5 . P re g n a n cy  s ta tu s  by h a v in g  a t  l e a s t  one 'c lo s e
c o n f id in g '  r e la t io n s h ip :
Possession of a 
close confiding 
relationship
Pregnancy
Status 0
(non preg)
NO YES
17.5% 82.5% 31%
(7) (33) (40)
40% 60% 35%
(18) (27) (45)
53% 47% 12%
(8) (7) (15)
36% 64% 22%
(10) (18) (28)
(planned)
5
(semi­
planned )
6
(true 
unplanned)
100%
(128)
Table 45 indicates the high level of women in the comparison 
group who reported having a close confiding relationship. 
When this group are compared to all others combined they are 
significantly more likely to have such a close confiding 
relationship outside the partnership (Chisq = 6.3, p< .02). 
As is clear from the table, however, the pregnant groups do 
not differ on this measure.
A second variable to examine whether the partnership could be 
described as close confiding in this way. A 'close confiding' 
partnership in this sense was one in which the participant 
mentioned her partner as her first or second choice confidant 
and saw him at least fortnightly or telephoned him at least 
weekly. The figures for this are given below (Table 46). 
There were four possible categories for this variables. A 
woman could have no partner, or she could have one of three
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ty p e s  o f  p a r t n e r s h ip :
1. High contact and confiding
2. Low contact and confiding
3. No confiding
TABLE 46. Pregnancy status by the presence or absence of a 
'close confiding' partnership:
Close confiding partnership
NO
Pregnancy
Status 0
(non preg)
(planned)
5
(semi­
planned )
6
(true 
unplanned)
PARTNER 1 2 3
40% 32.5% 27.5% 31%
(16) (13) (11) (40)
87% 4% 9% 35%
(39) (2) (4) (45)
80% 20% 12%
(12) (3) (15)
4% 61% 11% 25% 22%
(1) (17) (3) (7) (28)
100%
(128)
Table 46 demonstrates the differences amongst the groups as 
regards these types of partnership. This variable was created 
mainly to look at the levels of women who chose their partners 
as confidants but did not see or speak to them regularly. It 
was thought that these women might be more dependent on 
partnerships that were less rewarding, as suggested in 
hypotheses 2 & 4. There was a slightly higher level of women 
within the true unplanned pregnancy group who have such 
partnerships, however the number of women involved is too 
small to draw any conclusions. The finding that women in the 
true unplanned and comparison groups were less likely to list 
their partners as first or second choice confidants
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a n t ic ip a t e s  th e  r e s u l t s  o f  th e  n e x t  s e c t io n .
Comparing Tables 45 & 46 it can be seen that pregnant women 
were less likely to have close confiding relationships outside 
the home and more likely to have close confiding relationships 
with their partners. The women in the comparison group were 
the opposite. The women in the true unplanned pregnancy 
group, like the other pregnant groups were less likely to have 
close confiding relationships outside the home, but unlike 
other pregnant groups had less close confiding relationships 
with partners. However, the difference is not great and it 
would not be possible to argue that these women suffered from 
a genuine lack of close confiding relationships outside the 
partnership, nor that they were much more dependent on the 
partnership for support.
12.4. INCREASED MASTERY & THE THIRD HYPOTHESIS
If women with true unplanned and semi-planned pregnancies are 
more likely to become pregnant in situations with the 
potential for a secondary gain, it may be that the pregnancy 
will increase their feelings of mastery and control over the 
environment. Rather than having low self esteem prior to 
pregnancy, the women with unplanned pregnancies will show 
instead increased self confidence and assertiveness as a 
result of the pregnancy.
Increased mastery since pregnancy was measured on a four point
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scale (marked (1), moderate (2), some (3), little/none (4)) 
and was rated on the basis of a participant's response to a 
question about changes in herself she had noticed since 
pregnancy. Any response suggesting she had become more 
assertive, more active, more organised or more focused was 
taken into account. The comparison group were asked whether 
they felt they had gained any confidence or become more 
assertive in the last six months.
TABLE 47. Pregnancy status by level of increased mastery 
since pregnancy:
Pregnancy
Status 0
(non-preg)
1,2,3 
(planned)
4,5 
(semi­
planned) 
6
(true- 
unplanned )
Level of mastery
1 2 3 4
2.5% 12.5% 30% 55% 31%
(1) (5) (12) (22) (40)
7% 20% 73% 35%
(3) (9) (33) (45)
7% 20% 7% 66% 12%
(1) (3) (1) (10) (15)
7% 14% 36% 43% 22%
(2) (4) (10) (12) (28)
100%
128)
Table 47 shows that there is not a strong relationship between 
mastery and pregnancy status. There does, however, appear to 
be an observable difference: women with planned pregnancies 
were the least likely to feel that they had gained mastery 
since becoming pregnant (or in the last few months). If the 
some and little/none groups are combined into a low mastery 
group then the comparison group were the next least likely to 
feel they had gained mastery (85%), then came the true
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unplanned pregnancy group (79%) and then the semi-planned 
group (73%). This difference is not statistically
significant.
There is a significant relationship between increased mastery 
and the total number of severe events a woman has experienced 
in the year prior to pregnancy/interview. Women with 3 or 
more events were more likely to say that they had gained 
mastery over the past year when compared to all other women (a 
combined group of those with 1 or 2 events or those with no 
events) (Chisq = 7.83, p< .01). This may be a relevant 
finding in the sense that women with true unplanned 
pregnancies have been found to be significantly more likely 
than all other groups combined to have had more than 3 severe 
life events (see above).
12.5. CONCLUSIONS
The findings presented above, do not support the idea that 
women with true unplanned pregnancies have lower self esteem 
than women with planned or semi-planned pregnancies, and women 
in the comparison group. This conclusion holds whether direct 
measures of self esteem (self acceptance, self definition or 
NES) are examined, or whether more diffuse measures like 
commitment to various arenas or the presence of supportive 
relationships are investigated. There was further no evidence 
that women with true unplanned pregnancies had gained 
increased mastery since becoming pregnant. The data do not,
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then, support either hypothesis 2 or hypothesis 3, although 
the higher levels of NES in women with secondary gain and more 
negative partnerships are worth noting given the relationship 
of these variables to pregnancy status.
13. PARTNERSHIP & PREGNANCY - THE FOURTH HYPOTHESIS
The fourth hypothesis advanced in the earlier section 
suggested that the partnerships of women with unplanned 
pregnancies would have more negative characteristics than 
would those of women in the other groups. This makes sense 
when considering the role of the partnership in providing 
women with feelings of security and bolstering their self 
esteem. Table 48 provides a breakdown of the demographic 
characteristics of the partnerships of the women in this 
study. No attempt was made to match the groups for marital 
status, length of cohabitation or having a regular partner as 
is outlined in the method section above.
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TABLE 48. Characteristics of Partnerships in the different 
pregnancy status groups:
Pregnancy 
Status Group
Number
with
Partners
Number
Cohabit­
ing
Number
Married
Comparison
Group
60%
(24/40)
35%
(14/40)
10%
(4/40)
Planned Preg 
Group
100%
(45/45)
76%
(34/45)
51%
(23/45)
Semi-Planned 
Preg Group
100%
(15/15)
93%
(14/15)
47%
(7/15)
True
unplanned 
Preg Group
96%
(27/28)
54%
(15/28)
18%
(5/28)
As shown by Table 48 the women in the comparison group were 
the least likely to have a partner and had the lowest numbers 
of women who were cohabiting. In terms of marital status, the 
women in the true unplanned pregnancy group and the women in 
the comparison group were equally less likely than members of 
the other groups to be married.
Participants were rated in several ways in order to reflect 
the different areas of the partnership. There were ratings 
for the extent to which the participant confided in her 
partner, her judgement of his emotional support in a crisis 
and her judgement of his undependability. Her comments were 
also used to rate the positive and negative qualities of the 
partnership overall. Finally an overall rating of the quality 
of the partnership was made. Apart from the last rating, all 
the others were rated separately for the time prior to 
pregnancy or during the year before interview and currently.
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The tables presented in this section relate to the partnership 
prior to pregnancy. Tables relating to the partnership since 
pregnancy are given in Appendix H.
It is worth noting here that women without partners were often 
excluded during the analysis of the partnership variables as 
they tended . to bias the results. This was because the 
majority (16/17) of women with no partner at interview were 
members of the comparison group. The overall numbers included 
in the analyses presented in this section were 113 women with 
partners at a year prior to pregnancy and 111 at the time of 
interview. The overall rating of quality of partnership was 
made for 117 women who had had an important partnership at 
some point within the period of study.
13.1. CONFIDING IN PARTNER
This was rated as either very marked (1) marked (2), moderate
(3), some (4) or little/none (5) on the basis of direct 
questions about whether or not a woman would talk about 
problems with her partner. Only women with partners were 
rated for these variables (Table 49).
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TABLE 4 9 . P re g n a n cy  s ta tu s  by l e v e l  o f  c o n f id in g  i n  p a r tn e r
b e fo re  p re g n a n c y :
L e v e l o f  c o n f id in g
Pregnancy
Status 0
(non-preg)
1,2,3
(planned)
4,5 
(semi­
planned ) 
6
(true-
unplanned)
1 2 3 4 5
21% 21% 36% 18% 4% 25%
(6) (6) (10) (5) (1) (28)
40%- 40% 16% 4% 40%
(18) (18) (7) (2) (45)
47% 6.5% 40% 6 .5% 13%
(7) (1) (6) (1) (15)
16%' 28% 24% 32% 22%
(4) (7) (6) (8) (25)
100%
(113)
On the pre-pregnancy confiding variable of the women with true 
unplanned pregnancies 32% had only some or little/none 
confiding compared with 6.5% of semi-planned, 4% of planned 
and 22% of the comparison group. If the pre-pregnancy 
confiding variable is re-divided into high and low (high = 1- 
2, low = 3-5) the true unplanned, semi-planned and comparison 
groups have similar levels of low confiding (57%, 48% and 56% 
respectively) compared with only 20% of women in the planned 
pregnancy group. Redividing the women so that the women with 
planned pregnancies are compared with all three other groups 
perhaps best demonstrates the meaning of this result (Table 
49a)
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TABLE 4 9 a . P re g n a n cy  s ta tu s  by l e v e l  o f  c o n f id in g  i n  p a r t n e r
b e fo re  p re g n a n c y :
Pregnancy
Status
Level of pre--pregnancy
confiding
High Low
0,4,5,6 45% 54% 60%
(31) (37) (68)
1,2,3 80% 20% 40%
(36) (9) (45)
Pearson Chisq = 11.9 
df = 1
p< .001
100%
(113)
Clearly then, the main difference between the groups lies in 
the increased proportion of women with high levels of 
confiding in the planned pregnancy group as compared to all 
others. It is also the case however that there is a 
significant difference between the women in the true unplanned 
pregnancy group and all other women. Thirty two percent of 
the true unplanned group had partners with whom they have 
little or no confiding compared to around 10% of women in a 
combined group of all others. Marked levels of confiding were 
reported by only 16% of women in the true unplanned group as 
compared to 35% of women in the combined group (Chisq = 9.9, 
p< .04).
Similar to the women in the true unplanned pregnancy group, 
women in the comparison group have lower levels of confiding 
in partners prior to the comparison date ( 3 months before 
interview) than all other pregnant groups. Compared on high 
and low confiding they are significantly different from all 
other groups (Chisq = 10.37, p< .001).
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The tables for current confiding are shown as appendices HI3 
and HI3a. Both sets of findings show similar results. Women 
with planned pregnancies confide significantly more in 
partners both prior to, and during, pregnancy and women with 
true unplanned pregnancies confide significantly less than do 
all other women.
13.2. UNDEPENDABILITY OF PARTNER
This was measured on two five point scales, one for current 
undependability and one for undependability prior to pregnancy 
or 6-12 months ago. The scales used the same rating 
categories (very marked, marked, moderate, some, little/none) 
as the confiding variables above although the sense of the 
scoring was in the opposite direction. For example, a 
markedly undependable partner is probably someone a woman 
would have little or no confiding in.
No participant was rated very marked (1) on this measure, 
indicating that no partner reached the highest level of 
undependability. This level of undependability might involve, 
for example, violence and complete failure to help financially 
with the household.
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TABLE 5 0 . P re g n a n cy  s ta tu s  by l e v e l  o f  u n d e p e n d a b i l i t y  o f
p a r t n e r  p r i o r  t o  p re g n a n c y :
Level of undependability
Pregnancy
Status
(non-preg)
1,2,3 
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
2 3 4 5
4% 18% 32% 46% 25%
(1) (5) (9) (13) (28)
9% 33% 58% 40%
(4) (15) (26) (45)
7% 13% 20% 60% 13%
(1) (2) (3) (9) (15)
8% 20% 28% 44% 22%
(2) (5) (7) (11) (25)
100%
(113)
Table 50 indicates that the main difference on this measure 
was between women with planned pregnancies and all other 
women. While 28% of women with true unplanned pregnancies, 
20% of women with semi-planned pregnancies and 22% of the 
comparison group judged their partner to be highly 
undependable (marked or moderate on this measure), only 9% of 
women with planned pregnancies did so (and within this 9% all 
were rated only moderate not marked) (Chisq = 4.14, p< .05). 
Women with planned pregnancies are then, significantly less 
likely to have seen their partners as undependable prior to 
pregnancy.
The Table for current undependability of partner is included 
here rather than as an appendix, because of the strong 
relationship between this measure and unplanned pregnancy 
(Table 51).
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TABLE 5 1 . P re g n a n cy  s ta tu s  by l e v e l
u n d e p e n d a b i l i t y  o f  p a r t n e r :
Level of undependability
Pregnancy
Status
o f  c u r r e n t
(non-preg)
1,2,3
(planned)
4,5
(semi­
planned)
6
(true- 
unplanned )
2 3 4 5
4% 12% 38% 46% 22%
(1) (3) (9) (11) (24)
5% 33% 62% 40%
(2) (15) (28) (45)
7% 13% 27% 53% 14%
(1) (2) (4) (8) (15)
11% 22% 30% 37% 24%
(3) (6) (8) (10) (27)
100%
(111)
The findings for current undependability of partner (Table 51) 
show larger differences between groups than those for 
undependability prior to pregnancy. Women with true unplanned 
pregnancies seem more likely to describe their partners as 
undependable since their pregnancy. By contrast women in the 
planned pregnancy group who describe their partners as 
undependable are a tiny 5%. Comparing all other women to 
women in the planned pregnancy group rated high and low on 
undependability of partner, the difference is statistically 
significant (Chisq = 6.33, p< .02). Comparing all women with 
true unplanned pregnancies and all other women is also a 
statistically significant difference (Table 51a).
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TABLE 51 a . P re g n a n cy  s ta tu s  by l e v e l  o f  c u r r e n t
u n d e p e n d a b i l i t y  o f  p a r t n e r :
Undependability
Pregnancy
Status
High Low
0,1,2,3 11% 89% 76%
4,5 (9) (75) (84)
6 33% 67% 24%
(9) (18) (27)
Pearson Chisq = 6.12 
df = 1
p< . 02
100%
(111)
Clearly then, at the time of interview, women in the true 
unplanned group judge their partners as significantly more 
undependable than do all other women combined. Women in the 
planned pregnancy group are the opposite.
The percentage of women in the comparison group with partners 
who rated highly on undependability has also dropped, which 
explains the difference between the true unplanned pregnancy 
group and all others on this measure, but not on the pre­
pregnancy measure.
Some examples of women in the true unplanned pregnancy group 
with undependable partners are given below.
CASE 037: This 33 year old freelance journalist had
been in a non cohabiting partnership with a married man 
for just under two years when she became pregnant. 
During that time the relationship was always on and off, 
while he went through periods of leaving his wife and 
saying his marital relationship was over. About 8
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months before 037 became pregnant, her partner's wife 
became pregnant. 037's partner then left his wife, and 
she had an abortion. Throughout this time he leaned on 
037 as a confidant very heavily. A month later he ended 
the partnership with 037 because he felt they were too 
"coup ley " and he wanted to go out with other people.
037 was very upset. Around Christmas time he began 
pestering 037 to begin the seeing him again. They were 
together from December to February and it was during 
this time that she conceived.
The relationship had been, in 037's own words, "peppered with 
break-ups" which made the whole situation intensely insecure. 
She was confidant and support for her partner, but received no 
support or even consistency from him.
CASE 079: A 21 year old shop assistant who was
unemployed at the time of interview. This woman had 
been going out with her partner for 3 years. He was 
very unreliable and had a serious problem with drugs.
His profession, 079 confided to me, was "burg !ar", For 
2 years of the relationship they cohabited. 15 months 
before her current pregnancy 079 became pregnant and 
planned to have the baby. However an enormous family 
row, where her partner fought physically with her 
brother, lead to 079 finishing the partnership and 
getting an abortion. They were apart for 3 months, but 
then 079 began seeing him again. He was on methadone
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and promised to stay off heroine. All of 079's family 
is against the partnership, and her mother was very 
angry when she found they were back together. They 
began to cohabit again later than year and 9 months 
later 079 became pregnant. She said that her partner 
had become more reliable since the break-up and coming 
off heroine, however she would never rely on him, and 
would not choose him as a first or second choice 
confidant. In her own words “if he does (change) that 
wiii be a good thing, if he doesn't - then we' ii spiit 
up" .
These examples show the extreme ends of the scale of 
unreliability. Still it is worth noting that more unreliable 
partners were more often the partners of women in the 
unplanned pregnancy group. This might be expected, in a 
sense. If a woman has an unreliable partner, she is unlikely 
to plan a pregnancy. For this reason any pregnancy that 
occurs is likely to be unplanned. However the level of 
undependability, particularly marked undependability of 
partner in this group as compared to all others singles them 
out, particularly after their pregnancy.
The fluctuations over time are worth examining further: The
numbers of women with partners in the true unplanned pregnancy 
group has increased by two while the number of the comparison 
group with partners has decreased by 4. The increased 
significance.of this analysis at the time of interview cannot
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then be explained purely by women in the true unplanned group 
getting pregnant by men they have known a short time (and who 
are by this reason not to be depended on) although the changes 
in ratings in this group could reflect 2 new undependable 
partners and one who has become more undependable since the 
pregnancy.
13.3. PARTNER'S EMOTIONAL SUPPORT
This was measured on two five point scales much as the two 
variables above (one scale for the time prior to pregnancy or 
6-12 months ago and one for current emotional support, each 
with rating categories: very marked, marked, moderate, some, 
little/none). The participant's own comments about her 
partner's emotional support were used, as well as concrete 
examples of his support in any crises she discussed. The 
table presented here is for the time prior to pregnancy. The 
table relating to the time since pregnancy is given as 
appendices H14 & H14a.
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TABLE 5 2 . P re g n a n cy  s ta tu s  by p e rc e iv e d  l e v e l  o f  e m o t io n a l
s u p p o r t  fro m  th e  p a r tn e r  p r i o r  t o  p re g n a n c y :
Level of emotional support
Pregnancy
Status 0
(non-preg)
1,2,3
(planned)
4,5 
(semi­
planned) 
6
(true- 
unplanned )
1 2 3 4 5
7% 57% 29% 7% 25%
(2) (16) (8) (2) (28)
11% 67% 18% 2% 2% 40%
(5) (30) (8) (1) (1) (45)
7% 67% 20% 7% 13%
(1) (10) (3) (1) (15)
8% 48% 20% 20% 4% 24%
(2) (12) (5) (5) (1) (27)
100%
(113)
Table 52 suggests that the women in the true unplanned group 
had partners that they saw as having been less supportive than 
the comparison group, and that the women in planned pregnancy 
group had partners that they saw as having been more 
supportive than the comparison group in the year before 
pregnancy/comparison date.
This trend is in keeping with the significant results above in 
the areas of confiding and partner's undependability. 
Dividing the women into a high and low emotional support group 
(high = 1,2,3, low = 4,5) shows the difference between the 
groups more clearly: for the true unplanned group 24%
described their partner as low in supportiveness compared with 
7% of women with semi-planned pregnancies, 4% of women with 
planned pregnancies and 7% of the comparison group (Not 
significant: Chisq = 7.6, p< .055).
Table 52a shows the result of contrasting all groups with the
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women with true unplanned pregnancies on partner's emotional 
support prior to pregnancy:
TABLE 52a. Pregnancy status by perceived level of emotional 
support from the partner prior to pregnancy:
Level of 
supportiveness
Pregnancy
High Low
0,1,2,3 94% 6% 78%
4,5 (83) (5) (88)
6 76% 24% 22%
(19) (6) (25)
Pearson Chisq = 5.5 
df = 1
p< .02
100%
(113)
It would seem then that women who are undergoing true 
unplanned pregnancies are significantly more likely to 
perceive their partners as having been low on emotional 
support in the year before pregnancy than are all other groups 
of women.
The table for the current level of partner's emotional support 
is given as appendices H14 & H14a. Both the pre-pregnancy and 
the post pregnancy measures reveal essentially the same 
finding. Both prior to pregnancy and at interview women with 
true unplanned pregnancies perceive their partners as 
significantly more undependable than do women in the other 
groups.
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13.4. QUALITY OF PARTNERSHIP - POSITIVE & NEGATIVE
Each woman with a partnership was rated for the qualities of 
her partnership. If a woman said that she and her partner 
argued frequently, for example, she would rate quite highly on 
the negative qualities of the partnership. She might also say 
that she and her partner had fun together, went out and did 
enjoyable things, that he made her laugh and they had many 
interests in common. Those things would merit a high score on 
positive qualities of the partnership. Hence it was possible 
to score quite highly on both scales at the same time. The 
scales were rated both for the time before pregnancy/6-12 
months ago and for the current time. There were four rating 
categories: marked (1), moderate (2), some (3), little/none
(4). Again the tables for the time prior to pregnancy are 
reported here, while those for the time of interview can be 
found as appendices HIS to H16a.
TABLE 53. Pregnancy status by the level of positive qualities 
of the partnership prior to pregnancy:
Level of positive 
qualities
Pregnancy
Status 0
(non-preg)
1,2,3 
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
1 2 3
32% 46% 22% 25%
(9) (13) (6) (28)
31% 58% 11% 40%
(14) (26) (5) (45)
40% 47% 14% 13%
(6) (7) (2) (15)
24% 36% 40% 22%
(6) (9) (10) (25)
(1 1 3 ) 100%
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TABLE 5 4 . P re g n a n cy  s ta tu s  by l e v e l  o f  n e g a t iv e  q u a l i t i e s  o f
th e  p a r tn e r s h ip  p r i o r  t o  p re g n a n c y :
Level of negative qualities
Pregnancy
Status 0
(non-preg)
1,2,3
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
1 2 3 4
29% 32% 39% 25%
(8) (9) (11) (28)
2% 11% 51% 36% 40%
(1) (5) (23) (16) (45)
13% 67% 20% 13%
(2) (10) (33) (15)
12% 24% 40% 24% 22%
(3) (6) (10) (6) (25)
100%
(113)
Tables 53 & 54 again suggest that women in the unplanned 
pregnancy group to have more negative and less positive 
qualities in their partnerships than the comparison group 
while women in the planned pregnancy group are the opposite: 
more positive qualities and less negative qualities than the 
comparison group. Dividing the quality of partnership 
variables into high and low rating categories (high = 1,2, low 
= 3,4) showed this more clearly. Only 60% of the women in the 
true unplanned pregnancy group had high (marked and moderate) 
levels of positive qualities of partnership compared with 79% 
of the comparison group, 89% of women with planned pregnancies 
and 87% of women with semi planned pregnancies (Chisq = 8.8, 
p< .03). On the other hand 36% of women in the true unplanned 
pregnancy group scored high on negative qualities of 
partnership in comparison with 29% of the comparison group, 
and 13% of women with planned or with semi-planned pregnancies 
(Chisq = 6.2, df= 3, p n.s.).
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Dividing the women in the true unplanned group and comparing 
them to all other groups combined made for a significant 
result for both measures, though in the case of negative 
qualities, it was necessary to keep the whole range of scores 
to see the difference between the groups:
TABLE 53a. Pregnancy status by the level of positive qualities 
of the partnership prior to pregnancy:
Level of positive 
qualities
Pregnancy
Status
High Low
0,1,2,3 85% 15% 78%
4,5 (75) (13) (88)
6 60% 40% 22%
(15) (10) (25)
Pearson Chisq = 6.2 
df = 1 
p< .02
100%
(113)
TABLE 54a. Pregnancy status by level of negative qualities of 
the partnership prior to pregnancy:
Pregnancy
Status
Level of negative qualities
1 2 3 4
0.1.2.3 1% 17% 48% 34% 78%
4,5 (1) (15) (42) (30) (88)
6 12% 24% 40% 24% 22%
(3) (6) (10) (5) (25)
Pearson Chisq = 7.87 
df = 3 
p< .048
100%
(113)
These further tests re-dividing the groups show that when 
women with true unplanned pregnancies are compared with a 
combined group of all other women they have significantly 
lower ratings on positive qualities and significantly higher
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ratings on negative qualities than all other groups.
Tables for measures of positive and negative qualities at the 
time of interview are given as appendices HIS, H15a, HI6 & 
H16a. The findings on these measures for the time prior to 
pregnancy and at the time of interview are essentially the 
same. The women with true unplanned pregnancies perceive 
their relationships significantly more negatively and less 
positively than do women in the other groups.
All these finding seem to be pointing in a similar direction: 
women with unplanned pregnancies have had and are currently 
having more difficult partnerships than women with planned 
pregnancies and the comparison group. Women with planned 
pregnancies are more likely to confide in their partners, to 
perceive them as dependable and supportive and to mention more 
positive and less negative qualities in the partnerships. As 
regards the semi-planned group, this groups tends to behave 
most like the comparison group although sometimes its 
proportions are more similar to the planned pregnancy group. 
This is interesting as the group was originally characterised 
as a kind of unplanned pregnancy group. However it clearly 
has more in common with the planned pregnancy group, although 
the partnerships are not always as good. However the results 
concerning this group should be interpreted cautiously, 
because of its small number of members (n=15).
The comparison group form a middle group in the measures taken
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6-12 months before interview. Their partnerships are more 
negative and less positive, their partners are more 
undependable, less supportive and they choose to confide in 
them less than do women with planned pregnancies, though they 
have partnerships which are less difficult than women with 
unplanned pregnancies. The current measures put them closer 
to women with planned pregnancies.
It could be that at the current time their partners have 
become more dependable and more supportive, although the 
comparison group still choose to confide less than do the 
women in the planned pregnancy group on the current confiding 
variable. This lower level of confiding perhaps reflects the 
recency of the improvements to the partnership. It could be 
argued that these 'improving partnerships' might go on to 
produce the planned pregnancies of the future.
13.5. COMMITMENT TO PARTNERSHIPS
Part of the second hypothesis suggested that women with 
unplanned pregnancies might be more committed to their 
partnerships than other women, in spite of the fact that their 
partnership had more negative qualities than those of other 
women. The participant's overall commitment to her 
partnership was also rated for all women who were in a 
partnership. It was rated prior to pregnancy and at the 
current time using four point scales: marked (1), moderate 
(2), some (3) and little/none (4) (Table 55).
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TABLE 5 5 . P re g n a n cy  s ta tu s  by l e v e l  o f  p re -p re g n a n c y
com m itm en t t o  p a r t n e r s h ip :
Level of commitment
Pregnancy
(non-preg)
1,2,3
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
1 2 3 4
21% 57% 18% 4% 25%
(6) (16) (5) (1) (28)
22% 56% 22% 40%
(10) (25) (10) (45)
27% 46% 27% 13%
(4) (7) (4) (15)
20% 28% 48% 4% 22%
(5) (V) (12) (1) (25)
100%
(113)
Table 55 indicates a clear trend for the women in the true 
unplanned group to be less highly committed to partnership. 
Comparing them with all other women on this variable divided 
into high and low rating categories (high = 1,2, low = 3,4), 
a significant association was found (Table 55a):
TABLE 55a. Pregnancy status by level of pre-pregnancy 
commitment to partnership:
Level of 
commitment
Pregnancy
Status
High Low
0,1,2,3 77% 23% 78%
4,5 (68) (20) (88)
6 48% 52% 22%
(12) (13) (25)
Pearson Chisq = 6.7 
df = 1 
p< .01
100%
(113)
The table for the measure of current commitment to 
partnerships is given as appendices HI7 & H17a. It shows the
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same significant association between having an unplanned 
pregnancy and having low commitment to partnership. It would 
seem that both at the current time and prior to pregnancy 
women in the true unplanned group were significantly less 
committed to partnerships. This suggests that the hypothesis 
that these women would be more highly committed to partnership 
than women in the other groups was not supported.
A measure of commitment to partnerships in general was also 
taken. This represented the participant's level of commitment 
to the overall idea of partnerships; for example feelings that 
they played an important role in the lives of women in 
general, and that single women would be unhappy or deprived 
without a partnership. This measure was rated for all women, 
whether they were in a partnership or not, and was rated for 
the time prior to pregnancy/interview and for the current 
time.
This measure showed no real differences between the groups and 
the tables for commitment to partnerships in general at the 
time prior to pregnancy and at interview are given as 
appendices H18 & H19.
13.6. DEPENDENCY ON PARTNERSHIP AND SEXUAL MEASURES
The data cannot support the idea that women who have unplanned 
pregnancies are more committed to partnerships, in fact the 
opposite seems to be the case. It could however, be that
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these women are very dependent on their partnerships despite 
seeming not to be committed to them. The dependency of each 
participant on her partner, both prior to pregnancy and 
currently was rated on a four point scale (marked (1), 
moderate (2), some (3), little/none (4)). The differences 
were not significant on either scale. The pre-pregnancy scale 
is reproduced below for interest:
TABLE 56. Pregnancy status by the level of dependency on 
partner prior to pregnancy:
Pregnancy
Status 0
(non-preg)
1,2,3 
(planned)
4,5 
(semi­
planned) 
6
(true- 
unplanned )
Level of dependency
1 2 3 4
18% 29% 39% 14% 25%
(5) (8) (11) (4) (28)
7% 47% 33% 13% 40%
(3) (21) (15) (6) (45)
13% 27% 40% 20% 13%
(2) (4) (6) (3) (15)
4% 44% 36% 16% 22%
(1) (11) (9) (4) (25)
100%
(128)
Table 56 indicates that there are no real differences between 
the groups. There is no indication that women with unplanned 
pregnancies are any more or less dependent on their partners 
than other women. It is however worth noting that these women 
tend to have partnerships which they describe much more 
negatively than do other women. It may be of interest then, 
that they should be as dependent on them as are other women 
with much more positive and supportive partnerships.
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Hypothesis 5 suggested that the kind of negative partnerships 
undergone by women with unplanned pregnancies would lead them 
to be either more sexually reticent or more sexually dependent 
than women in the other groups. The measures for sexual 
dependency and sexual reticence were rated on two four point 
scales: marked (1), moderate (2), some (3) little/none (4), 
one for the time prior to pregnancy and one for the current 
time. When the tables for these measures were examined, there 
were found to be no differences across the different pregnancy 
status groups. It would seem then that Hypothesis 5 cannot be 
supported.
13.7. OVERALL QUALITY OF PARTNERSHIP
This was rated on a seven point measure and involved the 
interviewer making a judgement on the basis of all the 
previous measures, and any further information about the 
partnership, to determine which group a given partnership 
belonged to. The seven rating categories were:
1. Good
2. Good - average - some discord
3. Good - average - some apathy
4. Poor - average - discord
5. Poor - average - apathy
6. Poor - marked - discord
7. Poor - marked - apathy
This rating was made only once for the whole partnership and 
was made for any partnership that had existed at the time 
prior to pregnancy/6-12 months ago or existed currently. The 
number of women rated on this variable was 117. In order to 
make the rating, it was necessary to assume that any marriage
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was a 'good-average' type of marriage. The rating of apathy 
or discord was made by the interviewer on the basis of 
information supplied about the level of arguments and conflict 
in the relationship.
If a relationship appeared clearly better than 'good-average', 
a rating of good (1) was considered. A rating of 1 was only 
made when the partnership could be said to be typified by 
mutual concern and affection with no long lasting tension or 
important quarrels. In other words, a rather better than 
average marriage. If a good marriage showed some nagging 
tensions or somewhat less concern and cooperation between the 
partners ratings of 2 & 3 were made.
If there were higher levels of discord in the partnership, but 
with some harmonious or neutral periods a rating of 4 was 
appropriate. If, on the other hand, the partnership was more 
typified by dislike or avoidance, despite some co-operation in 
mutual activities, then a rating of 5 should be made. A 
partnership rated 6 will be typified by a high level of open 
hostility with little in the way of positive interaction. A 
partnership rated 7 will be typified by the absence of 
affection which is shown either by apathy and indifference or 
by dislike and avoidance. There will be little cooperation 
between the partners, who will tend to lead rather independent 
lives.
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TABLE 5 7 . P re g n a n cy  s ta tu s  by o v e r a l l  r a t i n g  o f  q u a l i t y  o f
p a r t n e r s h ip  th ro u g h o u t  th e  y e a r  o f  s tu d y :
Quality of partnership
Prpgrmncy
1 2 3 4 5 6 7
Status 0 
(non-preg)1
41%
(12)
21%
(6)
10%
(3)
14%
(4)
14%
(4)
25%
(29)
1,2,3 
(piarmed)1
58%
(26)
31%
(14)
5%
(2)
2%
(1)
2%
(1)
2%
(1)
38%
(45)
4,5
(semi-
planned)!
6
(true-
unnlannedU
33%
(5)
47%
(7)
13%
(2)
7%
(1)
13%
(15)
32%
(9)
18%
(5)
14%
(4)
21%
(6)
4%
(1)
7%
(2)
4%
(1)
24%
(28)
100%
(117)
Table 57 shows the spread of types of partnership across the 
different pregnancy status groups. The differences are more 
easily understood when the quality of partnership variable is 
divided into high quality (1,2,3) and low quality (4-7) 
partnerships. In this case while only 7% of women in both the 
planned and semi-planned groups have low quality partnerships, 
28% of women in the comparison group and 36% of women in the 
true unplanned pregnancy group do so. This makes for a 
significant difference between the unplanned group and all 
others (Chisq = 5.52, p< .02).
This result shows overall what the other measures had been 
pointing towards: that women with true unplanned pregnancies 
have had and are having more negative partnerships than women 
in other groups. This is shown by the significant difference 
between this group and all others when women are divided by 
high and low quality partnerships, but this way of dividing
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the groups masks a very important difference between them: the 
difference in proportion with markedly poor partnerships. 
Examining the women with partnerships that fall in the 
markedly poor domain (6 and 7 on the table) it appears that 
while no one in the comparison or semi-planned group has a 
partnership that falls in these groups and only one (2%) 
partnership in the planned pregnancy group falls here, there 
are 3 out of the 28 of the partnerships in the true unplanned 
pregnancy group here (11%).
13.8. CONCLUSIONS
In examining all these partnership variables, then, it is 
clear that a trend exists for the women with planned 
pregnancies to score higher than the comparison group on 
positive measures of partnership, while the women with true 
unplanned pregnancies score lower. The differences between 
these two groups, when compared alone, are often significant, 
and always in the same direction.
The hypotheses advanced with relation to partnership painted 
a picture of the partnership of a woman undergoing an 
unplanned pregnancy. The woman was envisaged as being highly 
committed to a partner who was unreliable and unsupportive. 
This would create a partnership which was more likely to have 
negative elements. This, it was suggested would affect the 
woman's self esteem and her ability to express herself 
sexually. She was envisaged as more likely to suffer from
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sexual reticence or sexual dependency.
In the main this picture has not been supported. While women 
with unplanned pregnancies do seem to have higher levels of 
negative elements in their partnerships than do women in the 
other groups, this is not reflected in their self esteem (see 
above) nor do these women seem more sexually reticent or 
dependent. Women with the true unplanned pregnancies are 
significantly less committed to their partnerships than are 
all other women, and show no differences in how far they 
depend on their partner. It would seem them that the only 
firm support from the data is for the idea that they undergo 
more negative and difficult partnerships in the year before 
their pregnancies than do other women.
13.9. INTERACTION OF PARTNERSHIP VARIABLES AND SEVERE 
LIFE EVENTS
The number of severe events undergone by a woman is also 
highly linked to all the major partnership variables; always 
with the trend for those women with more severe events to have 
higher scores on negative measures and lower scores on 
positive measures of partnership. In the same way the overall 
quality of the partnership variable related to total number of 
severe events very significantly (p< .001).
These are perhaps not very surprising results - many of these 
women may have scored highly on severe events because they had
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partners liable to be the source of just that type of event. 
It is, of course, worth noting the lack of significant 
difference between the women with true unplanned pregnancies 
and all others on the measure of severe events in the 
partnership (see section 11.1).
It seemed worthwhile to compare the quality of partnerships 
(divided high = 1, average = 2-5 and low = 6-7) of women in 
the different pregnancy status groups by their numbers of 
severe events :
TABLE 58. Pregnancy status groups by overall number of severe 
events and quality of partnership overall:
Comparison Group Planned Pregnancy Group
Quality of partnership overall
High
E
V
E
N
T
S
High Aver Low
56%
(10)
44%
1-2 18% 82%
3+
Pearson Chisq = 3.9 
df = 1 
p n.s.
62.5%
(15)
65%
(11)
Aver
37.5%
(9)
35%
(6 )
Low
75%
(3)
25%
(1 )
Pearson Chisq = 14.15 
df = 4 
p< .007
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Semi-planned 
Pregnancy Group
U np lanned  P re g na n cy
G roup
E
V
E
N
T
S
Quality of partnership overall
High Aver Low High Aver Low
0 14% 86% 43% 57%
(1) (6) (6) (8)
1-2 67% 33% 1 1 1 14% 1 86% 1 1
(4) (2) (1) (6)
3+ 100% 29% 29% 43%
(2) (2) (2) (3)
Pearson Chisq = 5.14 
df = 1 
p n.s.
Pearson Chisq = 12.22 
df = 4 
p< .016
As demonstrated above, there is a pattern by which women with 
planned pregnancies score highest on positive and lowest on 
negative partnership variables. This is clear in Table 58, in 
comparing the different cells of this table. However the role 
of severe events is also important. In both the comparison
group and the unplanned group, the proportions of women with
- 1
high and average partnerships vary widely between women who 
have not had severe events and women who have had one to two 
severe events.
In the case of women with severe events, partnerships seem to 
be lower in quality. This effect is not clear amongst those 
in the planned group until comparing women with three or more 
severe events when again, experiencing more severe events 
seems related to lower quality of partnership. The reverse 
trend seems to be obvious in the semi-planned group, where 
women with 1-2 severe events had higher quality partnerships 
than women with no severe events. It is also worth noting
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that in the comparison group, of women with partnerships, none 
had 3 or more severe events or a very low quality partnership.
A final striking finding, is the higher level of negative 
partnerships and of incidence of 3 or more severe events in 
the true unplanned pregnancy group. Of women with markedly 
poor partnerships 3/4 had had true unplanned pregnancies and 
all 4 had had 3 or more severe events.
Conclusion: It appears that the relationship between having
a negative partnership and having experienced a severe life 
event varies between the groups. This difference is probably 
the result of the fact that the partnership variables have 
such a clear pattern in the different pregnancy groups: a 
woman with a negative partnership is much more likely to have 
experienced severe events, and it seems from the earlier 
analyses in this chapter, that if a woman has had a true 
unplanned pregnancy, she is all the more likely to be in a 
negative partnership.
The relationship between the negative partnership and the 
occurrence of severe events does not appear to be 
straightforward. It was not the case that women in the true 
unplanned pregnancy group had more severe events relating to 
the partnership. The severe events experienced by this group 
were of all types, particularly those relating to other close 
relationships. Clearly then, it is not just a simple picture 
of the more negative partnerships of these women giving rise
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t o  s e v e re  n e g a t iv e  p a r tn e r s h ip  e v e n ts .
14. CONTRACEPTIVE RISK TAKING - THE SIXTH & SEVENTH 
HYPOTHESES
The sixth and seventh hypotheses concern the role of 
contraceptive risk taking in the timing of first pregnancy. 
It is suggested that all groups will have taken contraceptive 
risks to the same degree prior to pregnancy. Further, it was 
envisaged that the women undergoing unplanned pregnancy would 
not report that they had taken more contraceptive risks than 
usual in the time prior to pregnancy. The pregnancy would 
seem then to be the result not just of increased risk taking, 
but of increased fertility. As will be shown below, these 
hypotheses were not supported.
14.1. THE RISK TAKING VARIABLES
There were several variables which measured risk taking at 
different times: (i) the level of risk taking just prior to 
pregnancy (RTl), (ii) the level of risk taking over the last 
few years (RT2), (iii) the level of risk taking in the past 
(RT3) and (iv) the reasons given by women for their risk 
taking if they had taken risks prior to pregnancy (RT4).
291
R T l: PRE-PREGNANCY RISK TAKING
The rating categories on this variable were:
0. No use of method
1. Use of method consistent
2. Use of method 80% of the time
3. Use of method 50-80% of the time
4. Use of method around 50% of the time
5. Use of method less than 50% of the time
If it was more than four years since a woman had used any 
method of contraception then she was not rated on this 
variable ( and so scored a 0 ) . This included the women with 
long term fertility difficulties who used no method because of 
this, and other women who used no method.
TABLE 59. Pregnancy status by pre-pregnancy level of risk 
taking:
Level of risk taking
Pregnancy
Status
(non-preg)|
1,2,3
(piarmed)I
4.5 
(semi- 
pi armed) j 
6
(true-
0 1 2 3 4 5
5% 75% 15% 5% 31%
(2) (30) (6) (2) (40)
20% 56% 16% 4% 2% 2% 35%
(9) (25) (7) (2) (1) (1) (45)
7% 27% 40% 13% 13% 12%
(1) (4) (6) (2) (2) (15)
4% 46% 35% 11% 4% 22%
(1) (13) (10) (3) (1) (28)
100%
(128)
Table 59 shows a patterning of scores that is found for all 
the contraceptive risk taking variables. The comparison group 
are much more efficient contraceptors than any of the pregnant 
group. Seventy five percent use their contraceptive methods 
consistently, while the figures for the other groups are much
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lower: 56% for the planned group, 46% for the true unplanned 
group and 27% of the semi-planned group.
The semi-planned group emerge as greater risk takers than the 
members of the other groups, comparing them with all other 
groups on presence and absence of risk taking (category 1 
versus all others, with 0 classed as missing) reveals that 
women with semi-planned pregnancies take significantly more 
contraceptive risks prior to pregnancy (Chisq = 7.82, p< .01). 
The true unplanned pregnancy group, though having more women 
who used consistent contraception just prior to pregnancy, 
show high levels of women taking risks up to 20% of the time 
and the highest rate of women taking risks between 50 and 80% 
of the time. Comparing women in the true unplanned and semi­
planned pregnancy groups with the other two groups combined on 
a 3 category measure of risk taking (1, 2, and 3-5 combined 
with 0 coded as missing) shows that the former two groups are 
significantly higher risk takers (Chisq = 9.55, p< .01).
RT2: RISK TAKING DURING THIS PARTNERSHIP/THE LAST FEW YEARS:
The rating categories on this variable were:
0. She has not used contraception during that time for other 
reasons (ie she had not yet begun her first sexual 
partnership (n=l) or was someone who had not used 
contraception ever.)
1. Always took risks
2. Took risks about 80% of the time
3. Took risks about 50% of the time
4. Took risks about 20% of the time
5. Never took risks.
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An attempt was made to gauge which of these points was closest 
to the participant's risk taking in the past few years or in 
this particular partnership.
TABLE 60. Pregnancy status by frequency of risk taking in 
past few years:
Level of risk taking
Pregnancy
Status
(non-preg)j
1.2,3 
(planned)I
4.5
(semi­
planned)
6
(true-
0 1 2 3 4 5
2.5%
(1)
5%
(2)
7.5%
(3)
85%
(34)
31%
(40)
15%
(7)
7%
(3)
7%
(3)
15%
(7)
56%
(25)
35%
(45)
13%
(2)
20%
(3)
40%
(6)
27%
(4)
12%
(15)
7%
(2)
4%
(1)
7%
(2)
40%
(11)
42%
(12)
22%
(28)
100%
(128)
From Table 60 it can be seen that it is the comparison group 
who is more likely to say that they never took any risks 
(34/40, or 85%). All the other groups are again less 
consistent contraceptors, with the semi-planned being the 
least consistent. Comparing all other groups with the women 
with semi-planned pregnancies on this measure redivided into 
'any (1-4)' versus 'no (5)' risks, they are significantly more 
likely to have taken any risks as opposed to no risks (Chisq 
= 7.73, p< .01). The result is more significant still if the 
true unplanned and semi-planned groups are combined on this 
measure (Chisq = 16.64, p< .001).
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RT3: RISK TAKING IN  PREVIOUS PARTNERSHIPS
This measure attempted to answer the question of whether the 
participant had taken more, the same amount or less risks in 
this partnership as opposed to any other. The rating 
categories were:
0. S has never had any partnership (one 16 year old in the 
comparison group)
1. S took more risks in other partnerships
2. S took the same amount of risks in other partnerships
3. S took less risks in other partnerships
4. S has never taken risks before this partnership
5. S has never taken risks in any partnership
6. S has never had a prior partnership
TABLE 61. Pregnancy status by risk taking in previous 
partnerships :
Level of risk taking
Pregnancy
Status
(non-preg)|
1,2.3 
(piarmed)I
4.5
(semi­
planned)]
6
(true-
0 1 2 3 4 5 6
2.5% 30% 5% 5% 7.5% 40% 10% 31%
(1) (12) (2) (2) (3) (16) (4) (40)
16% 11% 20% 11% 20% 22% 35%
(7) (5) (9) (5) (9) (10) (45)
7% 7% 60% 12% 7% 7% 12%
(1) (1) (9) (2) (1) (1) (15)
25% 14% 22% 14% 11% 14% 22%
(7) (4) (6) (4) (3) (4) (28)
100%
(128)
The comparison group were found to be the most efficient 
contraceptors (Table 61). Forty percent have never taken a 
contraceptive risk in any partnership. This rises to 50% if 
those for whom this is the first partnership are included. 
This compares with 20% of women with planned pregnancies, 14%
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of women with true unplanned pregnancies and only 7% of women 
with semi-planned pregnancies.
More than half the women with semi-planned pregnancies have 
taken more risks with their current partner than in other 
partnerships whereas for women with planned pregnancies and 
women with true unplanned pregnancies the proportions who have 
taken more or fewer risks with this partner are practically 
the same.
The low risk taking comparison group seem to have taken more 
risks with other partners than their current partner. Thirty 
percent of the comparison group admit to this compared with 
25% of women with true unplanned pregnancies, 16% of women 
with planned pregnancies and only 7% of the semi-planned 
pregnancy group.
RT4: REASONS FOR PRE-PREGNANCY RISK TAKING
Women were asked why they had taken risks with contraception, 
if they had at any point in the year of study. Women in the 
planned pregnancy groups were asked about the reasons for any 
risks with contraception they had taken prior to the decision 
to become pregnant. The rating categories for this measure of 
non-use of contraceptives were:
0. Use of method consistent/no use of method for reasons not 
related to risk taking.
1. Method caused health problems for S
2. Method caused other difficulty for S
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3. Method caused difficulty for partner
4. S believed she was infertile/did not think she needed to 
be so careful
5. S did not approve of using the method morally
6. Partner discouraged S in use of method
7. S would forget to use method/would get carried away
8. S wanted to become pregnant/did not mind if she became 
pregnant
9. S does not know why she did not use the method 
consistently
In this analysis, category 6 of the risk taking variable was 
re-classified as part of category 3 and category 5 with 2 
because the numbers of women in categories 5 & 6 were too 
small to interpret easily alone, and these categories were 
felt to be overlapping.
TABLE 62. Pregnancy status by reasons given for pre-pregnancy 
risk taking:
Reasons given for risk taking
Pregnancy
Status
1.2.3 
(planned)]
4.5 
(seml- 
p lamed) 
6
(true-
0 1 2+5 3+6 4 7 8
80% 2.5% 2.5% 5% 7.5% 2.5% 31%
(32) (1) (1) (2) (3) (1) (40)
76% 2% 4.5% 13% 4.5% 35%
(34) (1) (2) (6) (2) (45)
33% 7% 13% 7% 33% 7% 12%
(5) (1) (2) (1) (5) (1) (15)
46% 4% 11% 4% 4% 31% 22%
(13) (1) (3) (1) (1) (9) (28)
100%
(128)
The reasons given by the women for their failure to use 
contraception, in the months prior to pregnancy or decision to 
get pregnant were intriguing. The comparison group gave few 
reasons because in the main they were much more consistent in 
their use of contraception. The planned pregnancy group were
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similar in terms of the numbers who were consistently using 
contraception up until their decision to get pregnant although 
there were a group of 13% who mentioned taking risks because 
they got carried away and/or forgot to use the method 
(category 7).
This was the most frequently given reason for risk taking in 
the other pregnancy groups: 3 3% of women with semi-planned
pregnancies and 31% of women with true unplanned pregnancies 
mentioned it as their reason for risk taking. The ratios of 
women in these latter two groups who used the methods 
consistently is much lower. They were more likely, again, to 
report negative feelings about using contraception as reasons 
for its non use. Eleven percent of women with true unplanned 
pregnancies mention that their difficulties with the 
contraceptive method put them off using it, while 13% of the 
semi-planned group report that difficulties for the partner 
prevented them using contraception consistently. These 
results mirror those described below with relation to the 
measure of antipathy to contraception (see section 14.3).
14.2. TOTAL RISK TAKING
An overall measure of risk taking was devised for all 
participants on the basis of all their responses to questions 
relating to contraception and risk taking. It was a four 
point scale (marked (1), moderate (2), some (3), little/none 
(4)) and allowed the interviewer to rate not just the
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participant's own assessment of her risk taking (which is how 
most of the other risk taking and contraception variables 
worked) but also to add any salient points.
For this measure alone, it was decided to treat condoms as an 
inherently risky method of contraception. The justification 
for this was based on the fact that the condom is a male 
dependent method and gives a women far less control over 
whether or not it is used. Studies in the past have isolated 
a difference between women using male and women using female 
dependent methods (Cvetkovich & Grote 1981). Other work has 
tended to treat condoms as an 'unreliable' method of 
contraception along with withdrawal and the rhythm method 
(Gerrard, McCann & Fortini 1983). Recent research has also 
indicated the problems inherent in condom use. Some very well 
known brands of condoms failed a battery of tests when tested 
during a consumer's association study ("Which Way to Health", 
1993). Women in the study group of the research described 
below also mentioned a high rate of breakage.
The inherent riskiness of the withdrawal and rhythm methods of 
contraception are also well documented. For this reason, a 
woman who used condoms, withdrawal or the rhythm method could 
never be rated little/none on the measure of overall risk 
taking even if she used these methods completely consistently 
because of this inherent riskiness of the methods. It was for 
this reason the most all encompassing and independent of the 
risk taking measures.
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TABLE 6 3 . P re g n a n cy  s ta tu s  by t o t a l  o v e r a l l  r i s k  t a k in g :
Risk taking
Pregnancy
Status 0
(non-preg)
1,2,3
(planned)
4,5
(semi­
planned)
6
(true-
unplanned)
1 2 3 4
2.5% 10% 25% 62.5% 31%
(1) (4) (10) (25) (40)
20% 4% 27% 49% 35%
(9) (2) (12) (22) (45)
13% 13% 67% 7% 12%
(2) (2) (10) (1) (15)
7% 15% 39% 39% 22%
(2) (7) (11) (11) (28)
100%
(128)
Consulting Table 6 3 it appears that the semi-planned group 
were more likely to report having taken at least some 
contraceptive risks than the all the others (Chisq = 8.4, p< 
.01). Comparing all the pregnant women with the comparison 
group on having taken at least 'some (1-3)' risks versus 'no 
(4)' risks, the result is also significant (Chisq = 6.11, p< 
.02). The comparison group would appear to be generally 
better contraceptors.
There is however a large group of women who took marked risks 
in the planned pregnancy group. These women include those who 
believed that they were infertile, although at the time they 
were taking risks they were not trying to conceive. It may 
have been that they had tried to conceive in the past without 
success, or that they had a physical problem they thought made 
conception impossible, for example 041 who had a double 
reproductive system. Other women took marked risks and
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believed that they had just been lucky in avoiding a 
pregnancy.
If women classed as having problems with fertility are 
excluded from the analysis the significant difference between 
the women with planned pregnancies and the comparison group on 
this measure disappears. This suggests that women with semi­
planned and true unplanned pregnancies take the greatest 
number of risks, and that women with planned pregnancies are 
not significantly different from the comparison group, unless 
the women in this group who have had problems with fertility 
are included. There is of course still a significant result 
comparing women with true unplanned and semi-planned 
pregnancies combined with the comparison group (Chisq = 11.77,
p< .008).
RISK TAKING & NEGATIVE PARTNERSHIP
In order to ascertain whether these results on risk taking 
were not merely a function of wider relationships between the 
negative partnership variables and the risk taking variables, 
frequency distributions were examined for partner's 
undependability, total overall quality of the relationship and 
negative qualities of the relationship in relation to risk 
taking.
Only one of the partnership variables showed any significant 
relationship with risk taking: women with higher levels of
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negative qualities in the relationship took more risks with 
contraception. The table for this association is reproduced 
below (Table 64). The risk taking variable is here divided 
between high risk taking (marked (1), moderate (2)) and low 
risk taking (some (3), little/none (4)):
TABLE 64. Total risk taking by negative qualities of 
relationship prior to pregnancy:
Level of negative qualities
Level of
0 1 2 3 4
High 11.5% 11.5% 8% 54% 15% 20%
(3) (3) (2) (14) (4) (26)
Low 12% 1% 19% 37% 31% 80%
(12) (1) (19) (38) (32) (102)
Pearson Chisq = 12.18 
df = 4 
p< .016
100%
(128)
As Table 64 shows, it was not a very dramatic difference: the 
high risk takers tended to be just as likely to have a high 
levels of negative qualities as the lower risk takers (though 
they tended to have more markedly negative qualities and less 
moderately negative qualities). Analysis using chisquare 
showed that the difference between the groups lay in the 
number of women with markedly negative partnerships. These 
women were significantly more likely to be taking high levels 
of contraceptive risks (Chisq = 4.8, p< .04). This suggests 
then, that there is some relationship between very negative 
partnerships and high risk taking, which does not extend to 
partnerships that are moderately negative.
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14.3. OTHER MEASURES RELATED TO CONTRACEPTIVE RISK 
TAKING
Measures concerning other aspects of contraceptive use were 
also recorded for each participant.
ANTIPATHY TO CONTRACEPTION
This was measured on a four point scale marked (1), moderate
(2), some (3) and little/none (4) and incorporated the 
spontaneous comments made by participants about the methods of 
contraception they had used during their sexual lives and 
their feelings towards them. Any complaints of illness or 
side effects as a result of contraceptive use, any moral 
problems with the use of certain methods, or complaints from 
partners were among the things used in making this rating, 
along with more general negative attitudes.
TABLE 65. Pregnancy status by level of antipathy to 
contraception:
Level of antipathy to 
contraception
Pregnancy
Status 0
(non-preg)
1,2,3
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
1 2 3 4
15% 32.5% 52.5% 31%
(6) (13) (21) (40)
4% 18% 33% 45% 35%
(2) (8) (15) (20) (45)
13% 27% 60% 12%
(2) (4) (9) (15)
3% 29% 39% 29% 22%
(1) (8) (11) (8) (28)
( 128)  100%
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As indicated by Table 65, there appear to be quite high rates 
of dissatisfaction with contraception. Only around half the 
comparison group, just under half the women with planned 
pregnancies, only just over a quarter of women with true 
unplanned pregnancies and no women with semi-planned 
pregnancies were fully happy with the contraceptive methods 
they had used. By far the most striking result is that of the 
women in the semi-planned group of whom all were to some 
extent unhappy with the contraceptive methods they had used. 
87% of this group were rated moderate or some on antipathy to 
contraception, along with 13% being markedly dissatisfied with 
their contraceptive methods.
The true unplanned group showed a greater tendency to 
dissatisfaction than the planned group (only 29% scored 
little/none on antipathy compared to 45% of the planned 
group). Comparing the semi-planned group to all others on 
this measure reveals a significant difference (Chisq = 13, p< 
.01). The comparison group were the group the least likely to 
complain of dissatisfaction with their contraceptive methods, 
though this difference was not significant.
14.4. CHOSEN METHOD OF CONTRACEPTION
All women were rated for their last method of contraception. 
The planned group scored 0 - no use of contraception -if they 
had ceased using contraception in order to get pregnant. The 
other possible ratings were: pill (1) lUD (2)
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Diaphragm/sponge/barrier methods focused on the women ( 3 ) 
condoms (4) coitus interruptus (5) the rhythm method (6) and 
contraceptive injection (7). For the purposes of the 
analysis, the one woman using the contraceptive injection was 
treated as part of the lUD group. Any woman who had not used 
any method of contraception for over four years was not rated 
on this measure or the other contraceptive measures (and so 
scored a 0).
TABLE 66. Pregnancy status by last method of contraception 
used prior to pregnancy:
Method of contraception
Pregnancy
Status
1,2,3 
(planned)]
4.5
(seml-
planned)
6
(true-
0 1 2 3 4 5 6
7.5%
(3)
47.5%
(19)
2.5%
(1)
5%
(2)
37.5%
(15)
31%
(40)
91%
(41)
7%
(3)
2%
(1)
35%
(45)
27%
(4)
7%
(1)
13%
(2)
13%
(2)
13%
(2)
27%
(4)
12%
(15)
10.5%
(3)
...
32%
(9)
4%
(1)
7%
(2)
32%
(9)
10.5%
(3)
4%
(1)
22%
(28)
128
100.0
Obviously the distribution of scores across the pregnancy 
status groups is marked because of the large numbers of women 
with planned pregnancies who were using no method of 
contraception in order to get pregnant (Table 66). Of the 
women who said they were not intending to get pregnant, those 
who used no contraception gave a variety of reasons why not 
(including the belief they were infertile, not knowing about 
contraception, or having stopped using it for some reason
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o th e r  th a n  t o  g e t  p r e g n a n t ) .
Excluding the women with planned pregnancies from the analysis 
to compare women who were (ostensibly) not trying to get 
pregnant shows a relationship between group membership and 
last method of contraception. The comparison group and women 
with true unplanned pregnancy were much more likely than those 
with semi-planned pregnancies to be using the pill or the lUD. 
27% of women with semi-planned pregnancies were using the 
rhythm method, 13% were using withdrawal: a full 40% of this 
group were then using very risky methods of birth control. 
The profile of contraceptive use in the true unplanned 
pregnancy group was much more like that of the comparison 
group with high use of the pill/IUD (32% compared with 47% of 
the comparison group) and the condom (32% compared with 37.5% 
of the comparison group). However the true unplanned 
pregnancy group were inherently more likely to use risky 
methods than the comparison group (14.5% using withdrawal or 
the rhythm method).
This is in keeping with the results on the risk taking 
variables discussed above, which suggest that the comparison 
group are more efficient contraceptors than women with true 
unplanned pregnancies, but that the least efficient 
contraceptors of all are the women with the semi-planned 
pregnancies.
The large number of women with planned pregnancies using no
306
method of contraception makes it hard to compare them with the 
other groups. Information was collected with regard to the 
method used before the current method, and this was used to 
assess which methods the women with planned pregnancies had 
used prior to their decision to get pregnant.
TABLE 67. Pregnancy status by penultimate method of 
contraception used:
Method of contraception
Pregnancy
Status
(non-preg)I
1,2,3
(piarmed)I
4.5
(semi­
planned)]
6
(true-
0 1 2 3 4 5 6
27.5% 30% 2.5% 12.5% 25% 2.5% 31%
(11) (12) (1) (5) (10) (1) (40)
7% 44% 7% 7% 24% 7% 4% 35%
(3) (20) (3) (3) (11) (3) (2) (45)
7% 59% 7% 20% 7% 12%
(1) (9) (1) (3) (1) (15)
32% 36% 4% 7% 21% 22%
(9) (10) (1) (2) (6)
____ L_ _ _ _
(28)
100%
(128)
The variable that represents the method used before the last 
method of contraception does not, then, show a significant 
relationship with group membership (Table 67). However the 
pattern of contraceptive use in the women with planned 
pregnancies before their choice to get pregnant is worth 
noting. 20/45 (44%) were on the pill with another 11/45 using 
condoms (24%). The proportions using each method are 
consistent with the proportions in the comparison group (apart 
from the five women using the rhythm method or coitus 
interruptus in the planned pregnancy group prior to decision 
to get pregnant) which implies that the planned pregnancy
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group had used similar sorts of methods to those used at the 
current time by the comparison group. The high number of 
comparison group members who scored 0 on this measure 
represents women who have only ever used one method.
It is also worth noting that 59% of the semi-planned group 
were at one time on the pill, but have since ceased using this 
method (and begun to use much less efficient methods as 
indicated above).
REASONS FOR CHANGED METHOD OF CONTRACEPTION
Women were further asked why they had changed their method of 
contraception at the time of last method change if any. It 
was thought interesting to probe what kinds of comments they 
made about their experiences with the different methods of 
contraception. The rating categories were:
0 No change in contraceptive method
1 New method easier to use
2 New method recommended by health professional
3 Old method problematic for S
4 Old method problematic for partner
5 Because it no longer mattered if S became pregnant/S wanted 
to be pregnant
6 S disapproves of contraception/this method
7 Partner disapproves of contraception/this method
8 Other
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TABLE 6 8 . P re g n a n cy  s ta tu s  by re a s o n s  g iv e n  f o r  a change  i n
m ethod o f  c o n t r a c e p t io n :
Reason given for change in method
Pregnancy
Status
(non-preg)I
1,2,3 
(planned)I
4.5
(semi­
planned)
6
(true-
0 1 2 3+4 5 6+7 8
27.5%
(11)
12.5%
(5)
20%
(8)
25%
(10)
2.5%
(1)
12.5%
(5)
31%
(40)
13.5%
(6)
2%
(1)
13.5%
(6)
69%
(31)
2%
(1)
35%
(45)
7%
(1)
59%
(9)
7%
(1)
7%
(1)
20%
(3)
12%
(15)
32%
(9)
7%
(2)
47%
(13)
14%
(4)
22%
(28)
100%
(128)
Table 68 demonstrates the differences between the groups on 
this measure; in part a result of the large number of women 
with planned pregnancies who chose to change their method of 
contraception in order to get pregnant or because avoiding 
pregnancy was less important.
Excluding all women with planned pregnancies, it is possible 
to see that the comparison group were much more likely to 
report that they had changed method for a positive reason: 
because the new method was easier to use or recommended by 
their doctor. This accounts for 32.5% of responses by the 
comparison group compared to none of the semi-planned 
pregnancy group and only 7% of the true unplanned group. 
Women with semi-planned and unplanned pregnancies tended to 
report changing method for a negative reason: because they had 
had problems with their last method of contraception (Chisq = 
25.1, p< .033 ) .
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In the semi-planned group, only one woman had failed to change 
contraceptive method at least once. This might indicate, 
perhaps, that this group had found it more difficult than most 
to find a contraceptive method that was easy to use. However, 
it is worth noting that this group did have more older members 
who might have, it could be assumed, longer sexual histories 
within which to experiment with more methods.
In order to test this speculation the numbers of women in the 
older and younger age groups by their reasons for change of 
contraception were examined. This revealed that the women in 
the younger age group (age 16-25) were significantly less 
likely to have tried more than one method of contraception 
(Chisq 10.96, p< .01). This seems to support the above 
speculation.
A PREVIOUS PREGNANCY
All women were categorised in terms of their previous 
pregnancies. The rating categories were: no previous
pregnancy (1), previous miscarriage (2), previous termination
(3), history of previous miscarriages (4), history of previous 
terminations (5), and history of both miscarriage and 
termination (6).
310
TABLE 6 9 . P re g n a n cy  s ta tu s  by p re v io u s  p re g n a n c ie s ;
Type o f  p re v io u s  p re g n a n c ie s
Pregnancy
Status 0
(non-preg)
1,2,3 
(planned ).
4,5
(semi­
planned)
6
(true- 
unplanned )
1 2 3 5 6
90%
(36)
7.5%
(3)
2.5%
(1)
31%
(40)
60% 16% 18% 2% 4% 35%
(27) (7) (8) (1) (2) (45)
40% 26% 20% 7% 7% 12%
(6) (4) (3) (1) (1) (15)
64% 18% 7% 11% 22%
(18) (5) (2) (3) (28)
100%
(128)
This result (Table 69) shadows what might be expected from 
having examined the contraceptive risk taking of these women. 
The comparison group, the most efficient users of 
contraceptives are the least likely to have had a previous 
pregnancy (90% have not compared with 60% of women with 
planned pregnancies, 64% of women with true unplanned 
pregnancies and 40% of women with semi-planned pregnancies) 
(Chisq = 14, p<.007). It is, of course, worth remembering 
that one of the selection criteria for this group was that 
they had not had a pregnancy within the 4 years prior to 
interview.
The high levels of previous pregnancy in women with semi­
planned pregnancies reflects, it might be thought, their 
relaxed attitude to contraception. They are significantly more 
likely than all other groups to have had a previous pregnancy 
(Chisq = 4.74, p< <.05).
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There is also an another aspect to these results: both women 
in the planned pregnancy group and those in the semi-planned 
group have had miscarriages (16% of women with planned 
pregnancies and 26% of women with semi-planned pregnancies) 
compared with no one in the true unplanned pregnancy group or 
comparison group. This suggests that these groups could have 
needed to consider the idea of having a child on an earlier 
occasion. That this should have occurred more often in the 
planned pregnancy group, and been later followed by a later 
pregnancy makes sense.
In this case the women might well have been planning a 
pregnancy at the time of the miscarriage, or have come round 
to planning the current pregnancy as a result of the earlier 
miscarriage. By the same reasoning, the semi-planned 
pregnancy have been faced by a pregnancy that they did not 
actively terminate, perhaps were even considering continuing 
with. This could add to the idea that the semi-planned group 
are a genuinely different group from the women with true 
unplanned pregnancies. The semi-planned group may not be as 
ambivalent about the idea of pregnancy as they appear.
14.5. FATALISM AND RISK TAKING
Earlier work has outlined a link between fatalism or external 
attributions of control and contraceptive risk taking. Some 
data was collected with regard to the participant's feelings 
of fatalism. Each woman was asked if she believed she had a
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fate that she could not change and her answer was assessed in 
terms of three categories: No (1), Yes (2), Not sure (3). 
This was one of the measures taken at the time of interview 
and reflected the participant's direct response to the 
question. It was rated separately for women who were pregnant 
and for women in the comparison group. In addition, an 
overall rating of fatalism, made in response to this question 
and using any other relevant comments (for example, if the 
participant had elsewhere implied that her meeting her partner 
was somehow ordained) to rate a four point scale on fatalism 
overall: marked (1), moderate (2), some (3), little/none (4).
None of these three variables was found to be in any way 
related to pregnancy status. However when further tests were 
carried out with the overall fatalism variable, it was found 
to be significantly related to the overall measure of risk 
taking, with higher levels of risk taking found in women with 
stronger tendencies towards fatalism. Given this strong 
relationship, a three-way analysis was conducted to look at 
the relationships between fatalism and risk taking in the four 
pregnancy status groups.
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TABLE 70. Pregnancy status groups with fatalism by level of 
risk taking:
Risk
Taking
High
Low
Comparison
Group
Fatalism
Pearson Chisq = .272 
df = 1
Planned
Pregnancy Group 
Fatalism
High Low High Low
40% 60% 45.5% 54.5%
(2) (3) (5) (6)
30% 71% 15% 85%
(10) (25) (5) (29)
n.s.
Pearson Chisq = 2.94 
df = 1 
p n.s.
Risk
Taking
High
Low
Semi-planned 
Pregnancy Group
Fatalism
Pearson Chisq = 3.58 
df = 1
Fishers Exact p= .03 3
Unplanned 
Pregnancy Group
Fatalism
High Low High Low
75% 25% 50% 50%
(3) (1) (3) (3)
9% 91% 14% 86%
(1) (10) (3) (19)
Pearson Chisq = 1.8 
df = 1 
p n.s.
None of the above tables reached significance, because of the 
small numbers involved. A Fishers Exact Test on the semi­
planned group did however reach significance. Only this group 
showed a strong pattern for those taking high levels of 
contraceptive risks to be more fatalistic. In the planned and 
unplanned groups high risk takers are equally as likely to be 
high or low on fatalism.
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The group with the least difference is the comparison group, 
which perhaps reflects the low numbers of risk takers in this 
group overall. It is also important to note that fatalism in 
the pregnant women was being rated at a time of life, namely 
their first pregnancy, when women might have a tendency to be 
feeling more fatalistic and looking for patterns in their 
life. This could in fact be the cause of the differences in 
these groups.
Two sets of t-tests were conducted to examine any differences 
between the high and low scorers on fatalism and on risk 
taking in terms of the social class. Both compared levels of 
the participants own social class as rated by the Cambridge 
Measure of Social Class. Results on both tests were
significant. Women with high fatalism were of significantly 
lower social class than were women with low fatalism (Table
71).
TABLE 71. T-test results for a comparison of women scoring 
high and low on fatalism by social class:
Number Standard Standard
of Cases Mean Deviation Error
Group 1 32 26.0537 22.196 3.924
Group 2 96 40.7845 24.534 2.504
Pooled Variance Estimate Separate Variance
t Degrees of 2-Tail | t Degrees of 2-Tail 
Value Freedom Prob. Value Freedom Prob.
-3.01 126 .003 -3.16 58.24 .002
Women who took a high level of contraceptive risks were also
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significantly more likely to be of lower social class (Table
72) .
TABLE 72. T-test results for a comparison of women scoring 
high and low on contraceptive risk taking by social class:
Number Standard Standard
of Cases Mean Deviation Error
Group 1 26 26.5138 25.084 4.919
Group 2 102 39.8007 24.020 2.378
Pooled Variance Estimate
t Degrees of 2-Tail 
Value Freedom Prob.
-2.50 126 .014
Separate Variance
t Degrees of 2-Tail 
Value Freedom Prob.
-2.43 37.55 .020
14.6. INTERACTION OF LIFE EVENTS AND RISK TAKING
The variable measuring the total number of severe events, is 
also related to risk taking variables. Further analysis 
revealed that dividing the variables for risk taking just 
prior to pregnancy and over the last few years (RTl & RT2) 
into high and low categories and comparing the women who had 
had 3 or more events with those who had not, showed strong 
relationships.
When RTl was compared for these two groups of women the result 
was statistically significant (Chisq = 8.75, df = 1, p< .004). 
When RT2 was compared between the two groups the result was 
approaching significance (Chisq = 3.65, df = 1, p< .056). In 
both cases the women with 3 or more severe events seem to have 
taken more risks than those without. The clearest 
demonstration is however, when examining the overall risk
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t a k in g  v a r ia b le  (T a b le  7 3 ) .
TABLE 73. Overall level of risk taking by having undergone 
high or low levels of severe events in the study period.
Severe
Events
Level of risk 
taking
High Low
0-2 16% 84% 88%
(18) (95) (113)
3+ 53% 47% 12%
(8) (7) (15)
Pearson Chisq = 9.25 
df = 1 
p< .003
100%
(128)
Women with 3 or more severe events are significantly more 
likely, then, to take higher levels of contraceptive risks. 
The other longer term measure of risk taking (RT3) did not 
show a relationship to the total number of severe events 
variable. With regard to the measure of antipathy to 
contraception women with more events tended to report more 
dissatisfaction with contraception. While only 19% of women 
with up to two severe life events scored high on antipathy to 
contraception, 67% of women with 3 or more severe events did 
so (Chisq = 16.7, P< .001). This would further suggest a link 
between problems with contraception and higher levels of 
severe events.
Below is the table comparing the women of the different 
pregnancy status groups on the basis of number of severe
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e v e n ts  and o v e r a l l  r i s k  t a k in g  (T a b le  7 4 ) .
TABLE 74. Pregnancy status groups by total number of severe 
events and overall contraceptive risk taking:
E
V
E
N
T
S
Comparison Group 
Risk Taking
High Low High Low
0 21% 79% 0 17% 83%
(5) (19) (4) (20)
1-2 100% 1-2 23.5% 76.5%
(14) (4) (13)
3+ 100% 3 + 75% 25%
(2) (3) (1)
Pearson Chisq = 3.81 
df = 2 
p n.s.
Planned Pregnancy 
Group
Risk Taking
Pearson Chisq = 6.32 
df = 2 
p . 04
E
V
E
N
T
S
Semi-planned 
Pregnancy Group
Risk Taking
High Low High Low
0 29% 71% 0 14% 86%
(2) (5) (2) (12)
1-2 17% 83% 1-2 100%
(1) (5) (7)
3 + 50% 50% 3+ 57% 43%
(1) (1) (4) (3)
Unplanned 
Pregnancy Group
Risk Taking
Pearson Chisq = .88 
df = 2 
p n.s.
Pearson Chisq = 7.64 
df = 2
p< .022
The only significant relationships shown in Table 74 are in 
the planned and true unplanned pregnancy groups. Of the 
comparison group very few took contraceptive risks at all, 
whether they had severe events or not (only 5/40 could be
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described as high risk takers and none of the 5 had even one 
severe event). This is consistent with the idea that a 
combination of high risk taking and having an event makes a 
pregnancy more likely.
Among the two groups where there does appear to be a 
significant relationship between the two variables, it seems 
to be that women with 3 or more events are those who take high 
contraceptive risks while the women with 1 or 2 events 
resemble those with no events quite strongly (which mirrors 
Table 73). If there is a relationship then, it appears to be 
one related to higher numbers of severe events. Unfortunately 
the small numbers of women with 3 or more events in the 
comparison and semi-planned groups make it impossible to tell 
whether the trend could have occurred in these groups or not. 
Further to the finding of the low rate of risk taking in the 
comparison group with severe events, it seemed sensible to 
check the case histories of the women involved.
In all there were 3 women who had had at least one severe 
event, and who did score 'some' (3), rather than 'little/none' 
(4) on risk taking. In fact this group of 3 were originally 
5 rather than 3. That is to say that this group included 2 
other members of the comparison group - two of the three women 
who went on to have planned pregnancies in the year after 
interviewed and who have been analyzed throughout as part of 
the planned pregnancy group.
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Of the three remaining women in this group, one had a partner 
who was a very diligent condom user whom she had sex with 
quite infrequently. She was probably not, for this reason, a 
sometime risk taker (she was rated 'some' purely because she 
used condoms). The other two women had no regular partner 
during that year. This confirms the idea that there were in 
fact no real risk takers at all who had had severe events in 
the comparison group.
14.7. RISK TAKING: VULNERABILITY OR MEDIATION?
In the section above this issue of the association between 
risk taking and life events was touched on. It would seem 
that while RTl is significantly related to the total number of 
severe events a woman has undergone, RT2 shows only a non 
significant trend and RT3 is not related at all. This implies 
that severe life events have a relatively short term effect on 
risk taking. If this is the case, it could be that the severe 
event acts as a provoking agent on a woman to increase her 
risk taking and bring about pregnancy. In other words, it is 
the event which causes the risk taking, rather than the risk 
taking being a long term trait found certain types of 
disorganised women, who also suffer from events.
If the relationship between contraceptive risk taking and life 
events is one of mediation; in other words that the events 
make women take more risks, it might be expected that the 
measures of frequency of risk taking in the last few years, 
and risk taking recently would be different in women who had
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experienced life events. If however, a long term tendency to 
contraceptive risk taking exists as a kind of 'vulnerability 
factor' in certain women there should be no difference between 
these two time-based measures. Below is a breakdown of the 
two measures which aims to address this question. The women 
with planned pregnancies and the comparison group are combined 
and contrasted with the women in the true unplanned and semi­
pregnancy groups (called 'unplanned' here). The women who 
scored 0 on this measure (women who had not used contraception 
for more than 4 years) were not included. The total number of 
women involved was therefore 115.
TABLE 75. Recent risk taking by frequency of risk taking over
the last few years for women with different numbers of events :
Events RTl RT2 Unplanned Others
0 YES YES 3 3
0 YES NO 1 0
0 NO YES 1 0
0 NO NO 15 39
1-2 YES YES 2 2
1-2 YES NO 0 0
1-2 NO YES 0 0
1-2 NO NO 11 26
3+ YES YES 2 1
3+ YES NO 0 0
3+ NO YES 0 0
3+ NO NO 6 3
41/43 74/85*
*The women not included in the above table (n= 13) are women who have never
used contraception or not used it for many years as a result of suspected 
fertility problems or out of other reasons - always desiring pregnancy for 
example (see section 5 above).
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what is most striking perhaps, from this table, is the lack of 
movement between groups. Of women who have taken high levels 
of contraceptive risks in the past, all took them recently. 
The group that most interests the study however, are the women 
who took few risks in the past overall, but high levels just 
prior to pregnancy. Only one woman in the unplanned pregnancy 
group owned up to this sort of change of behaviour.
Overall then. Table 75 indicates that contraceptive risk 
taking is a long term vulnerability in certain groups of women 
rather than being a result of the extra stress of life events 
and difficulties. Referring back to Table 74, it would seem 
then that the association for women in the planned and true 
unplanned pregnancies between high levels of events and risk 
taking is the result of longer term factors.
14.8. CONCLUSIONS
It would seem then, that neither hypothesis 6 nor hypothesis 
7 can be supported. Women with unplanned pregnancies, ie. the 
women with true unplanned and semi planned pregnancies had 
taken more risks with contraception than women in the other 
two groups. There seemed to be no evidence of hyperfertility 
in these women.
In summary then, the findings suggest that women with true 
unplanned and semi-planned pregnancies have taken more 
contraceptive risks. However the picture is complicated;
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separating out the semi-planned pregnancy group from the true 
unplanned group, it becomes clear that the latter are the 
least efficient contraceptors. It may be that the women with 
semi-planned pregnancies are closer to the women in the 
planned pregnancy group in their motivation for pregnancy.
The women in the comparison group are the most efficient 
contraceptive users, and this seems to reflect a genuine 
history of more efficient contraception, referring back to the 
data on previous pregnancies. However, it is always worth 
bearing in mind that the women who are pregnant may have been 
made very much aware of their failings in the area of 
contraceptive use, and report higher levels of risk taking. 
In contrast, the comparison group have had no reason to 
question the adequacy of their use of contraception. This 
could make for some kind of reporting bias in the areas of 
these measures.
Women with planned pregnancies, though having taken more risks 
in the past than the comparison group, used methods as 
efficient as the comparison group before choosing to get 
pregnant.
The results on antipathy to contraception directly mirror 
those on risk taking, women with semi-planned pregnancies are 
the most dissatisfied (and the highest risk takers) followed 
by women with true unplanned pregnancies, women with planned 
pregnancies and finally the comparison group. Exactly the
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same order as that for taking contraceptive risks, indicating 
that one of the major features of why people take risks may be 
that they dislike their method (or most methods) of 
contraception. Alternatively, this dislike may be used as a 
later justification for non use.
A check on whether contraceptive risk taking has increased in 
the time just prior to pregnancy, indicates that it has not. 
This suggests that risk taking should be viewed as a long 
term, stable vulnerability factor for unplanned pregnancy, 
rather than a mediator affected by the provoking agents.
15. THE ROLE OF PSYCHOLOGICAL PROBLEMS - HYPOTHESIS 8
Hypothesis eight asserted that psychological symptoms would 
not differ between the different study groups. The model 
presented above views pregnancy as an alternative outcome 
following stressful life events and difficulties which might 
otherwise be associated with the onset of psychological 
problems. Any participants in the study who mentioned ever 
having felt depressed or anxious (two questions were included 
to probe this) were allocated a record for their psychological 
problems (see Appendix E) . It was therefore necessary to see 
whether any of the ratings made on this record (type of 
disorder, severity of disorder and so forth) were related in 
any way to pregnancy status.
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Table 76 shows the numbers of women suffering the different 
types of psychological symptoms:
TABLE 76. Frequency of psychological problems in the study 
group:
Depression Anxiety Eating Drug
Disorders Abuse
PREGNANCY 
STATUS GROUP NO YES NO YES NO YES NO YES
Non-pregnant 19 21 39 1 38 2 40 0
Planned 35 10 44 1 44 1 44 1
Semi-planned 12 3 14 1 15 0 15 0
Unplanned 17 11 27 1 25 2 27 1
Apart from depression, psychological problems were not widely 
suffered in the sample. It is worth noting the high levels of 
depressive symptoms in the comparison group which will be 
commented on further in the discussion.
TABLE 77. Pregnancy status by the lifetime presence or 
absence of psychological problems:
Presence of 
problems
NO YES
Status 0 42.5% 57.5%
(non-preg) (17) (23)
1,2,3 71% 29%
(planned) (32) (13)
4,5 73% 27%
(semi­ (11) (4)
planned )- 
6 50% 50%
(true- (14) (14)
unplanned )
31%
(40)
35%
(45)
12%
(15)
22%
(28)
100%
(1 2 8 )
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Table 77 indicates that the comparison group and the true 
unplanned group have similarly high levels of any 
psychological problem in the past. These levels are 
significantly higher than the rate of psychological problems 
experienced by the planned and semi-planned groups (Chisq = 
7.85, p< .01).
This suggests that the women in the planned and semi-planned 
groups had been in their lifetimes more psychologically 
healthy than might be expected, and that the other two groups 
have had more problems. However this particular measure 
compares women on the presence of any psychological problem in 
their recent history. When onsets in the year before 
pregnancy are examined, it is discovered that while the 
numbers overall in the true unplanned group fall, those for 
the comparison group remain higher.
15.1. ONSET OF PSYCHOLOGICAL PROBLEMS PRIOR TO 
PREGNANCY
The recency of onset of any psychological problem or 
borderline psychological problem to conception was also 
examined, to check whether this varied with pregnancy status. 
Analyses were conducted for psychological 'onsets' (including 
the commencement of borderline symptoms) during the 1 month, 
3 months, 6 months and 1 year prior to conception (or 3 months 
up to interview for the comparison group).
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The variables for the 1, 3 and 6 month periods showed no
significant differences across the groups, although the 
numbers of cases involved were again very small. In the case 
of the variable showing 'onset' of psychological problems in 
the 1 year before conception, the differences between the 
groups could be examined. The key difference seemed to be 
that between the comparison group and all other groups (Table 
78) .
TABLE 78. Pregnancy status by onset within 1 year of 
conception:
Presence of onset 
of psychological
Pregnancy
Status 0
(non-preg)
1,2,3
(planned)
4,5
(semi­
planned ) 
6
(true- 
unplanned )
problem
NO YES
60% 40% 31%
(24) (16) (40)
89% 11% 45
(40) (5) 35.2
93% 7% 15
(14) (1) 11.7
75% 25% 28
(21) (7) 21.9
100%
(128)
It is clear that there are quite high rates of onset of 
psychological problems in the year before conception in the 
true unplanned group. However the greatest difference is 
between the women in the comparison group alone compared to 
all others (Table 7 8a).
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TABLE 7 8 a . P re g n a n cy  s ta tu s  by o n s e t w i t h i n  1 y e a r  o f
c o n c e p t io n :
Presence/absence of 
onset of psychological 
problems
Pregnancy
Status
NO YES
0 60% 40% 31%
(24) (16) (40)
1,2,3, 85% 15% 69%
4,5,6 (75) (13) (88)
Pearson Chisq = 10.96 
df = 2 
p< .004
100%
(128)
Referring back to Table 77 & 78, it can be seen that the 
numbers of women in the true unplanned pregnancy group who 
have ever had psychological problems is double the number of 
women with onsets in the previous year. For women in the 
other pregnancy groups the rate of onsets in the previous year 
is less that half the overall rate. By contrast, the rate 
overall in the Comparison group is 57.5%, but in the previous 
year 40% of these women have had psychological problems.
That the comparison group should have had a significantly 
higher number of onsets of psychological problems within the 
year of conception is interesting. The model tested in this 
research viewed pregnancy as an alternative response to 
certain stressors which might otherwise have lead to the onset 
of psychological disorder. Clearly this finding is consistent 
with that view.
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15.2. SEVERITY OF PSYCHOLOGICAL PROBLEMS
The severity of psychological problems was also assessed as 
part of the psychological record. The scale points of 
severity allowed for a level of 'borderline' caseness and one 
of caseness for any psychological problem. The scale points 
were; no psychological problems (0), borderline level of 
problems (1), case level of problems (2). Again it is 
stressed that no formal criteria were used in making 
assessments of severity of psychological symptoms. It was 
based on the participant's own report of type and severity of 
symptoms, although the interviewer did probe about key 
symptoms such as weight loss, insomnia, anergia and poor 
concentration.
TABLE 79. Pregnancy status by psychological record: severity 
at its highest point during lifetime:
Severity at highest point
Pregnancy
Status 0
(non-preg)
1,2,3
(planned)
4,5 
(semi­
planned ) 
6
(true- 
unplanned )
None Border Case
42.5% 50% 7.5% 31%
(17) (20) (3) (40)
71% 22% 7% 35%
(32) (10) (3) (45)
73% 20% 7% 12%
(11) (3) (1) (15)
50% 39% 11% 22%
(14) (11) (3) (28)
100%
(128)
Table 79 shows the spread of scores on the severity of the 
psychological records of the women in the different pregnancy
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status variable groups. There are in fact few differences 
here. The table makes it clear that although more women in the 
true unplanned and comparison groups have psychological 
records, the proportions of women with caseness level problems 
are the same in all groups (7.5% in the comparison group, 7% 
in the planned pregnancy group, 7% in the semi-planned group 
and 11% in the true unplanned group).
Some examples are provided below of the types of problem which 
would be rated as case and borderline to make this distinction 
clearer.
CASE 073: This 28 year old receptionist went to her
GP in October 1991 complaining of depression. She 
had had a previous episode 3-4 years before which 
was treated with counselling. She felt very tearful 
and irritable and would explode with rage. She 
found she was worrying all the time about things 
that she could not take her mind off. She lost a 
lot of weight and had suicidal thoughts. She was 
listless and sometimes felt very confused. Her 
doctor prescribed anafranil. The episode lasted 
until after she became pregnant (February 1992) with 
a peak around Christmas time.
07 3 was rated as having case severity depression.
CASE 041: Was a 35 year old landscape gardener who
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was made redundant about 2 months prior to her 
pregnancy. She said that she became "obsessed" by 
the redundancy, so much so that it disrupted her 
sleep. She found she would burst into tears for no 
reason. This lasted for at least 6 weeks.
041 was rated as having (high) borderline severity depression
CASE 030: Was a 19 year old woman working as an
office assistant. Following a termination in July 
1990, 030 says she became quite depressed. She had 
a recurrent dream of a baby crying and then her 
mother in a playpen laughing (she has a very 
difficult relationship with her mother). She said 
it was hard to get thoughts of the termination out 
of her mind.
030 was rated as having borderline severity depression.
CASE 09 3: A 25 year old administrator in a fashion
company, 09 3 has had a form of panic attacks for 
many years. She becomes breathless, has
palpitations and feels she must get up and move from 
wherever she is. She has never had any medication 
for these ' attacks ' and does not have them very 
frequently.
09 3 was rated as having (low) borderline anxiety.
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15.3. DURATION OF PSYCHOLOGICAL PROBLEMS
Further analyses were conducted to see whether having had 
psychological problems of longer duration was related in any 
way to pregnancy status. Variables were designed to 
investigate which women had had psychological problem episodes 
of caseness or higher levels of borderline severity symptoms 
lasting over 2 years or over 1 year. These were then analyzed 
against pregnancy status. There were no significant 
differences found for any of the groups, although the overall 
numbers of women involved were very small.
15.4. PSYCHOLOGICAL PROBLEMS & OTHER MEASURES
The presence of a record of psychological problems was 
significantly related to having had separations from both 
parents in childhood. Sixty two percent (11/15) of those who 
had been separated from both parents in childhood had 
psychological records, in comparison with only thirty eight 
percent (4 3/113) who had not been separated from both parents 
(Chisq 5.4 p< .02). The findings on loss of mother were not 
significant, although there was a trend: 56% (14/25) of women 
who had lost their mothers in childhood had psychological 
records compared with 39% (40/103) who had not.
As already stated above. Negative Evaluation of Self was also 
related to the presence of a psychological record. Sixty per 
cent (27/45) of women with NES had a psychological record
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while a similarly high figure of 67.5% (56/8 3 ) of women
without NES had no psychological record (Chisq = 9, p< .002).
These findings provide some construct validity for the measure 
of psychological problems. They echo the connections found by 
earlier writers between early inadequate parenting, low self 
esteem and psychological problems.
15.5. THE INTERACTION OF LIFE EVENTS AND PSYCHOLOGICAL 
RECORD
The presence or absence of a psychological record is very 
significantly related to the number of severe events 
experienced by a woman in the year before pregnancy/interview 
(Chisq = 32.36, p< .001). Of women with no events only 20% 
(14/69) had had a psychological problem in their lifetime 
compared with 61% (27/44) of women with 1-2 severe events and 
87% (13/15) of women with 3 or more severe events. Given this 
significant relationship, comparative analyses were done for 
the different pregnancy status groups examining the presence 
of psychological problems by the number of events undergone 
(Table 80).
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TABLE 80. Total number of severe events by presence of 
psychological record, by pregnancy status:
E
V
E
N
T
S
Comparison Group 
Presence of psychological record
Planned Pregnancy 
Group
Pearson Chisq = 14.37 
df = 2
p< .001
NO YES NO YES
0 67% 33% 92% 8%
(16) (8) (22) (2)
1-2 7% 9 3% 59% 41%
(1) (13) (10) (7)
3 100% 100%
(2) (4)
Pearson Chisq = 16 
df = 2
p< .001
E
V
E
N
T
S
Semi-planned 
Pregnancy Group
Unplanned 
Pregnancy Group
Presence of psychological record
Pearson Chisq = 8.18 
df = 2 
p< .016
NO YES NO YES
0 100% 71% 29%
(7) (10) (4)
1-2 67% 33% 29% 71%
(4) (2) (2) (5)
3 100% 29% 71%
(2) (2) (5)
Pearson Chisq = 5.14 
df = 2 
p n.s.
In all these tables the trend for women with more severe 
events in the 12 month study period to have ever had 
psychological problems is revealed clearly, although in the 
case of the true unplanned group the difference just fails to 
reach significance.
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It would seem for the three other groups that as the number of 
severe life events rises so does the likelihood that the woman 
in question will have had a psychological difficulty. However 
for women in the comparison and true unplanned pregnancy 
groups, the proportions who have psychological problems even 
without recent severe events is higher than for the women in 
the planned and semi-planned pregnancy groups. In all groups, 
except the true unplanned pregnancy group, in 100% of the 
cases of women with three or more events, there has been a 
psychological problem in the past.
15.6. CONCLUSIONS
The assertion of hypothesis 8 that there would be no 
differences between the groups in terms of psychological 
problems has received some support. Despite seemingly higher 
levels of psychological problems in the true unplanned 
pregnancy and comparison groups, the variable measuring 
severity suggests that the groups differ more in terms of 
numbers of members undergoing borderline symptoms, rather than 
caseness.
In the year before conception, members of the comparison group 
were significantly more likely to undergo the onset of 
psychological problems. This might indicate that these women 
responded to the stresses of their lives by developing 
psychological symptoms in place of becoming pregnant. What is 
more likely, given the fact that the symptoms were of
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borderline severity, is that current psychological problems 
play no role at all in the timing or intentionality of first 
pregnancy.
16. INFLUENCE OF FAMILY OF ORIGIN - HYPOTHESES 9 & 10
Hypothesis 9 suggests that women with unplanned pregnancies 
will have been more likely to suffer from problems during 
childhood, especially those associated with early loss of 
support or affection. A few relevant variables were collected 
to probe this issue in a general way. Loss of parent during 
childhood by death or separation, being adopted or in care, 
and problems due to the remarriage of a parent lived with in 
childhood were all probed.
Tests were run using the periods up to age 17 and age 20 as 
'childhood', although the results for both periods were almost 
the same. The cut off point of 17 was adopted in response to 
earlier work which had found this to be the key period (Brown 
& Harris, 1978). When results on the variables using the 
period up until age 17 failed to reveal any differences, the 
period was extended to age 20 to check whether this added 
anything to the findings. It did not. The results reported 
here are for the period up until the age of 17.
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16.1. LOSS OF MOTHER, FATHER OR BOTH
Variables were created to represent loss of mother or father 
by death under the age of seventeen, and later twenty and any 
childhood separation from the relevant parent lasting longer 
than 12 months. Again the justification for the 12 month cut 
off point was founded in earlier work (Harris et al 1987). 
Participants were rated for presence of loss of either mother 
or father (1) or absence of loss (0). The two variables were 
then added together to produce a composite variable for women 
who had lost both parents (possibly at different times in 
childhood).
TABLE 81. Pregnancy status by loss of mother by death or 
separation in childhood:
Loss of 
NO
mother
YES
ir i. i ic ii i^ y
Status 0 90% 10%
(non-preg) ( 3 6 ) ( 4 )
1 , 2 , 3 78% 22%
(planned) ( 35 ) ( 1 0 )
4 , 5 93% 7%
(semi­ ( 14 ) ( 1 )
planned )- 
6 71% 29%
(true- ( 2 0 ) ( 8 )
unplanned )
31%
(40)
35%
(45)
12%
(15)
22%
(28)
100%
(128)
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TABLE 82 . P re g n a n cy  s ta tu s  by lo s s  o f  f a t h e r  by d e a th  o r
s e p a r a t io n  i n  c h i ld h o o d :
A  nr*
Loss of 
NO
father
YES
IT 1. cyij.c*iiL#y
Status 0 70% 30%
(non-preg) (28) (12)
1,2,3 71% 29%
(planned) (32) (13)
4,5 60% 40%
(semi­ (9) (6)
planned ) - 
6 71% 29%
(true- (20) (8)
unplanned )
31%
(40)
35%
(45)
12%
(15)
22%
(28)
100%
(128)
TABLE 8 3 . 
childhood :
Pregnancy status by loss of both parents in
Pregnancy
Status 0
(non-preg)
1,2,3 
(planned)
4,5
(semi­
planned)
6
(true- 
unplanned )
Loss of both parents
NO YES
90% 10% 31%
(36) (4) (40)
91% 9% 35%
(41) (4) (45)
93% 7% 12%
(14) (1) (15)
82% 18% 22%
(23) (5) (28)
100%
(128)
Neither loss of father by death or separation under age 17, 
nor loss of mother by death or separation under age 17 showed 
any relationship to pregnancy status (Tables 81 & 82). A 
combined measure of loss of both parents was also not 
different across the groups (Table 83).
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1 6 .2 .  CHILDHOOD VULNERABILITY
In previous studies of psychological onset there has been a 
connection between childhood loss of mother by death and 
separation and childhood loss of father by separation, but not 
by death. In an effort to probe whether this same 
'vulnerability' existed in relation to pregnancy status 
another variable was set up. This variable of 'childhood 
vulnerability' included the measures of death of mother in 
childhood, separation from mother or father in childhood, and 
having been in care or adopted. If participants scored 
positively on any of these measures, they were rated as 1 on 
the vulnerability measure, otherwise they were rated as 0.
TABLE 84. Pregnancy status by measures of childhood 
vulnerability as defined above:
Childhood vulnerability
NO YES
Status 0 70% 30%
(non-preg) (28) (12)
1,2,3 67% 33%
(planned) (30) (15)
4,5 73% 27%
(semi­ (11) (4)
planned )- 
6 61% 39%
(true- (17) (11)
unplanned )
31%
(40)
35%
(45)
12%
(15)
22%
(28)
100%
(128)
Table 84 shows that there was no difference between the groups 
on this measure.
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1 6 . 3 .  PROBLEMS IN  CHILDHOOD
Another measure was also designed to test the relationship 
between problems in childhood and later pregnancy status. 
This measure combined childhood vulnerability as defined above 
with a further indicator: if the participant had lived with 
one parent and not another, and that parent had become 
remarried or involved with someone else in a permanent way, 
this measure recorded any tensions between the participant and 
the new partner.
If there were problems, this also lead to a positive score on 
the this measure of 'problems in childhood' variable. 
Therefore a positive score on any one of these measures (loss 
and separation from parent, being in care, being adopted or 
having had a difficult relationship with a parent's new 
partner) meant that the participant scored 1 on this variable, 
otherwise she scored 0.
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TABLE 8 5 . P re g n a n cy  s ta tu s  by m easures o f  v a r io u s  p ro b le m s
i n  c h i ld h o o d  d e s c r ib e d  a b o ve :
Problems in 
childhood
NO YES
Status 0 65.5% 32.5%
(non-preg) (27) (13)
1,2,3 56% 44%
(planned) (25) (20)
4,5 53% 47%
(semi­ (8) (20)
planned ) - 
6 61% 39%
(true- (17) (11)
unplanned )
31%
(40)
35%
(45)
12%
(15)
22%
(28)
100%
(128)
As indicated by Table 85, this measure of problems in 
childhood is not related to pregnancy status.
16.4. INFLUENCE OF OWN MOTHER'S FIRST PREGNANCY 
& FAMILY SIZE
Hypothesis 10 had suggested that there might be a relationship 
between a woman's age at first birth and her parents' ages at 
first birth, or her family size. Women who were teenagers at 
first birth were found to have come from larger families and 
to have parents who began childbearing at a younger age. 
Variables were set up to probe for relationships between 
variables relating to the size of family of origin, number of 
female siblings, mother's age at first birth and so forth.
No relationship was found between women whose mothers had had 
a pre-marital or teenage pregnancy and pregnancy status. The
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ratios of pre-marital pregnancy across all groups were very 
similar. There was however, consistent with earlier research, 
a strong relationship between marital status of the mothers of 
pregnant women at first birth and their own marital status. 
Women whose own mothers had had a pre-marital pregnancy were 
very much more likely to be unmarried now, at the time of 
their first conception. This analysis which involved the 85 
pregnant women from the sample as well as the three women in 
the comparison group who then became pregnant, is shown below;
TABLE 86. 
pregnancy :
Marital
Status
Pre-marital pregnancy by mother's pre-marital
Women whose mothers 
had a pre-marital 
pregnancy
NO YES
Single 70% 30% 61%
(37) (16) (53)
Married 91% 9% 39%
(32) (3) (35)
Pearson Chisq = 4.61 
df = 2 
p< .035
100%
(88)
While intentionality of first pregnancy does not seem to vary 
between women whose mothers were pre-maritally pregnant, the 
chance of the woman herself being pre-maritally pregnant does.
There was also a significant relationship between the pregnant 
participant's own age and the age of her mother at marriage 
(Table 86).
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TABLE 87. Age of pregnant participant by the age at which her 
mother first married or had a child out of wedlock:
Mother's age at marriage or first birth
AGE
14-18 19-21 22-25 26-30 31-34 35f
1 37% 27% 20% 15% 2% 47%
(16-25)1 (15) (11) (8) (6) (1) (41)
2 9% 40% 40% 2% 4.5% 4.5% 53%
(26-38)1 (4) (19) (19) (1) (2) (2) (47)
Pearson Chisq = 16.44 
df = 5 
p< .01
100%
(88)
Table 87 shows the result of dividing the participants' into 
younger (16-25) and older (26-38) age groups and contrasting 
their ages of mother at marriage (or in the case of a pre­
marital pregnancy, at first birth). It seems that women in 
the younger age group are more likely to have had younger 
mothers and women in the older age group, older mothers at 
first marriage/pre-marital pregnancy.
This suggests that a woman whose mother married earlier or was 
younger at first pre-marital pregnancy will tend to have an 
earlier pregnancy than a woman with a mother older at first 
pregnancy. Comparing women with their mothers on their ages 
at first birth as far as possible estimated by the 
participants, did not show a significant difference between 
pregnant women in the older and younger groups.
Comparing younger and older mothers on the basis of the number 
of siblings in the family of origin did provide a significant 
difference. Women were grouped into three groups, no siblings
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in family of origin, 1-4 siblings in the family of origin and 
5 or more. The table is shown below (Table 88):
TABLE 88. Age of participant by the number of siblings in the 
family of origin:
Number of siblings
Age
0 1-4 5+
1 17% 63% 20% 47%
(16-25) (7) (26) (8) (41)
2 8.5% 87% 4.5% 53%
(26-38) (4) (41) (2) (47)
Pearson Chisq = 7.4 
df = 2 
p< .025
100%
(88)
Women who were younger mothers appear to be more likely either 
to have no siblings, or to have many, than are older mothers 
(Table 88). It is worth noting that all of the four women who 
had had more than 6 siblings, were under 25 at first 
pregnancy. Moreover 8/10 of the women who had 5 or more 
siblings were under 25 at first pregnancy. However the fact 
that more younger pregnant women also had no siblings makes 
this finding difficult to interpret. The number of siblings 
did not show any relationship to whether a pregnancy was 
planned, semi-planned or truly unplanned when the three 
pregnant groups were compared, nor did it differentiate the 
women in the pregnant groups from those in the comparison 
group.
It was thought important to check any possible influence of 
demographic variables relating to the partner's family of 
origin. There was no relationship between women whose
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partners' parents had married young and their age at first 
pregnancy. The relationship between the number of siblings a 
woman's partner had and her age at first pregnancy was not 
significant, although there was a tendency; 24% of women in 
the younger age group had partners with 5 or more siblings 
compared with only 13% in the older age group. Partner's 
number of siblings showed no relationship to which pregnancy 
group a woman belonged to, nor did it differentiate pregnant 
women from those in the comparison group.
16.5. CONCLUSIONS
These results do not support Hypothesis 9. It would seem that 
there is no relationship between unplanned pregnancy and loss 
of mother by death or separation under the age of 17 or under 
the age of 20, nor with loss of father by death or separation 
(under 17 or 20), nor with either of the composite variables 
for problems in childhood and childhood vulnerability.
In contrast some support was found for Hypothesis 10. Women 
who are younger at first pregnancy are more likely to have had 
mothers who were younger at their own marriage, and to have 
had more siblings in their family of origin. However neither 
of these findings relates in any way to the intentionality of 
pregnancy.
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SUMMARY OF MAJOR SIGNIFICANT FINDINGS FROM THIS RESEARCH:
ALL PREGNANT GROUPS:
• All pregnant groups combined were significantly more 
likely to have undergone an event high in danger than are 
members of the comparison group.
• All pregnant groups combined have significantly more non 
severe money difficulties than members of the comparison 
group.
• Women with true unplanned pregnancies and comparison 
group members have significantly lower quality 
partnerships overall than women with planned and semi­
planned pregnancies.
• All pregnant women score significantly higher on the 
positive measures of partnership (confiding, support, 
positive qualities and commitment) both prior to and 
following pregnancy than do the members of the comparison 
group. However, when the comparison group is compared 
with the women in the semi-planned and true unplanned 
groups alone these differences disappear, indicating that 
the real differences and high scores on positive measures 
lie in the planned pregnancy group.
• All pregnant women combined score significantly higher on
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overall contraceptive risk taking than do members of the 
comparison group.
• All pregnant women combined are significantly more likely 
to have had a previous pregnancy than are women in the 
comparison group.
• All pregnant women combined have significantly more
security enhancing characteristics of motherhood than do 
women in the comparison group.
• All pregnant women combined have significantly more
chance of being in a secondary gain situation than do 
members of the comparison group.
• All pregnant women combined are significantly less
committed to work than are women in the comparison group.
• All pregnant women combined are significantly less
committed to external relationships than are members of 
the comparison group.
• All pregnant women combined have significantly fewer 
onsets of psychological problems during the last year 
than do women in the comparison group.
• A combined group of women with true unplanned pregnancies 
and women in the comparison group have had significantly
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more psychological problems at any time than have the 
other two groups.
• In the comparison group there was a significant 
relationship between life events and presence of 
psychological problems: the more life events, the greater 
likelihood of previous psychological problems.
TRUE UNPLANNED:
• Women with true unplanned pregnancies are significantly 
less likely to have had at least one parent go on to 
higher education than are the comparison group.
• Women with true unplanned pregnancies are significantly 
more likely to have had 3 or more severe events in the 
year before pregnancy when compared to all other groups 
combined. They are also significantly more likely to 
have had a severe event in the 14 days and 30 days before 
conception than are all other women combined.
• Women with true unplanned pregnancies have significantly 
more severe relationship events (including partnership 
events) than all other groups combined.
• Women with true unplanned pregnancies, when combined with 
women with semi-planned pregnancies have had 
significantly more commitment and 'settling-down' events.
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• Women with true unplanned pregnancies have significantly 
higher levels of current undependability of partner; 
lower levels of emotional support from partner both 
currently and prior to pregnancy; significantly less 
positive qualities of partnership, both currently and 
prior to pregnancy and more negative qualities of 
partnership currently and prior to pregnancy; lower 
levels of commitment to the partnership both currently
and prior to pregnancy than all other groups combined.
Moreover they have lower quality partnerships overall 
than all other women combined.
• Women with true unplanned pregnancies demonstrate a
significant relationship between partnership and severe 
life events: the lower the overall quality of partnership 
the more events.
• Women in the true unplanned and semi-planned groups have 
significantly higher antipathy to contraception.
• Women with true unplanned pregnancies demonstrate a
significant relationship between contraceptive risk 
taking and severe life events: the higher risk takers 
have more life events.
• Women with true unplanned pregnancies are more likely to 
be in situations with the potential for secondary gain
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than are women with planned pregnancies or comparison 
group members. A combined group of women with true 
unplanned and semi-planned pregnancies is also more 
likely to be in situations of secondary gain.
• Women with true unplanned pregnancies are significantly 
less committed to work than other pregnant groups.
• Women with true unplanned pregnancies combined with women 
in the comparison group are much more likely to have had 
psychological problems in the past (though not 
necessarily in the year before pregnancy).
PLANNED:
• Women with planned and semi-planned pregnancies have had 
less cohort events to do with marriage or engagement in 
others; less relationship events of any kind (excluding 
events concerning the partnership; and less partnership 
crises.
• Women with planned pregnancies have had fewer non severe 
health difficulties than all other groups.
• Women with planned pregnancies show higher levels of 
confiding in partner both currently and prior to 
pregnancy; they also have lower levels of undependability 
of partner currently. When compared with all other women
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on high and low dichotomous variables for all partnership 
values they demonstrate significantly higher levels of 
positive qualities of partnership both prior to pregnancy 
and currently than all other women. They also have 
significantly lower scores on current negative measures 
(partner's undependability and negative qualities of the 
relationship).
$ Amongst the women with planned pregnancies there is a 
significant association between partnership variables and 
severe life events: the lower the quality of partnership, 
the more severe events.
• Amongst women with planned pregnancies there is a 
significant association between contraceptive risk taking 
and severe life events: the more life events, the more 
risk taking.
• Women with planned pregnancies have significantly fewer 
characteristics diminishing their security prior to 
pregnancy than all other groups.
• Women with planned pregnancies showed significantly fewer 
security diminishing features of motherhood than women in 
all other groups.
• Women with planned pregnancies are significantly less 
likely to be in situations with the potential for
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secondary gain than are women in the unplanned and semi­
planned groups.
• Amongst women in the planned pregnancy group there was a 
significant association between the number of severe 
events and the presence of psychological problems: more 
events were linked with greater chance of problems.
SEMI-PLANNED:
The women with semi-planned pregnancies resembled the women
with planned pregnancies in that:
• When combined with women with planned pregnancies they 
had significantly fewer marriage cohort events than did 
the women with true unplanned pregnancies or women in the 
comparison group.
• When combined with women with planned pregnancies they 
had significantly fewer relationship events of any sort 
(not concerning partnership) than did the women with true 
unplanned pregnancies or women in the comparison group.
• When combined with women with planned pregnancies they 
had significantly fewer partnership crises than did the 
women with true unplanned pregnancies or women in the 
comparison group.
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• They also showed the same significant association as the 
women in the planned pregnancy group between numbers of 
severe events and secondary gain. Increasing numbers of 
severe events were found to be linked to greater 
potential for secondary gain from pregnancy.
• They also showed the same significant association as the 
planned pregnancy group between numbers of severe events 
and the presence of psychological problems. More severe 
events were linked with greater likelihood of ever having 
had psychological problems.
Women with semi-planned pregnancies resembled women with true
unplanned pregnancies in that:
• When combined with women in the true unplanned pregnancy 
group they were significantly more likely to have 
undergone a commitment or 'settling-down' event in the 
study period.
• When combined with women in the true unplanned group, 
they are significantly more likely to be in a situation 
with the potential for secondary gain from the pregnancy.
• When combined with women in the true unplanned group, 
they showed significantly more antipathy to 
contraception.
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• when combined with the true unplanned group they were 
much more likely to have taken contraceptive risks just 
prior to pregnancy and in the past few years. However 
these results are significant when the women in the semi­
planned pregnancy group are compared alone to all other 
groups, see below.
• When combined with women in the true unplanned group, 
they are more likely to have changed contraceptive for a 
negative reason at the last point of change than are the 
comparison group.
Women with semi-planned pregnancies differed from all others
in that:
• They had a significantly higher level of severe 
difficulties with partner's work.
• They were significantly more likely to have taken at 
least some contraceptive risks than all other groups 
combined using the overall risk taking measure. They had 
also taken more contraceptive risks just prior to 
pregnancy and in the past few years.
• Women in the semi-planned pregnancy group were also more 
likely to have had a previous pregnancy than all other 
groups combined.
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17. PREDICTING PREGNANCY STATUS
The logistic regression technique allows the use of a strong 
multivariate analysis on data which is categorical, or fails 
to fulfil assumptions of the normality of error distribution. 
It assumes, however, that the dependent variable is 
dichotomous. For this reason the pregnancy status variable 
was recoded into various dichotomous forms and logistic 
regression analyses were conducted on them.
These analyses provide models for the 'outcomes' by using the 
most predictive variables included to account for the variance 
across the dependent variable groups. These models, then, 
allow the investigator a view of which variables really 
function as predictive variables for the different 'outcomes'; 
in this case pregnancy, unplanned pregnancy and planned 
pregnancy. All the dichotomous comparisons with values for 
Pearson chisquare. Phi and Gamma are shown in Appendix G.
17.1. ALL PREGNANT WOMEN VERSUS THE COMPARISON GROUP
It was thought interesting to investigate whether any 
variables distinguished all pregnant women from those who were 
not pregnant. The analysis was conducted by dividing the 
women into two groups: one for those who were pregnant (n=88) 
and one for those who were not (n=40). Logistic regression 
analyses were then carried out using all the variables that 
demonstrated any relationship with the 'dependent' variable
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(pregnancy status) when divided in this way. The values of 
chisquare, phi and gamma for these comparisons can be found in 
Appendix G.
Any variable found to be significant on either chisquare or 
phi was at some point included in the logistic analysis. Any 
relevant interactional variables were also included in the 
analyses. The variables had to be spread over several 
analyses to take account of the relatively small sample size. 
The first analysis used a backward stepwise technique on all 
the relevant variables to find those considered good 
predictors. The model that came out of this first analysis 
retained five predictive variables and is presented below 
(Table 89):
TABLE 89. Model (1) for pregnant versus non-pregnant women. 
Variables in the equation:
Variable B S.E. Wald df Sig R Exp(B)
PREVPR 2.7318 .7867 12.0567 1 .0005 .2515 15.3600
SECGAIN 2.8156 .6896 16.6721 1 .0000 .3038 16.7037
PCONF 3.1628 .7379 18.3703 1 .0000 .3209 23.6363
MARKDANG 2.0815 .7395 7.9217 1 .0049 .1930 8.0164
MGNOIFN -1.4892 . .5726 6.7654 1 .0093 -.1731 .2255
Constant -2.5352 .7465 11.5348 1 .0007
The variables involved were then:
1. At least one previous pregnancy
2. Presence of a secondary gain situation
3. High current confiding in partner
4. At least one high danger event
5. A non severe money difficulty
The variable for non severe money difficulty is the only 
variable negatively associated with having a pregnancy.
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A classification table below shows the percentages in each 
cell for this model (the figure 1 represents a pregnancy, 
while 0 is non-pregnancy):
Predicted
Percent Correct
Observed
0 1
0 27 13 67.50%
1 5 83 94.32%
OveraJ.1 85.94%
Chi-Square df Significance 
-2 log likelihood 86.095 122 .9943
This model correctly predicts pregnancy status in around 86% 
of cases. If the area of interest is in predicting pregnancy 
rather than non-pregnancy this model is successful in 94% of 
cases. It could be argued however that this model is not 
parsimonious enough, as it involves 5 variables.
The -2 log likelihood statistic indicates that the model is 
not significantly different from a perfect fit, and therefore 
accurately predicts the data observed. The variable relating 
to non severe money difficulties contributes least to this 
model, and so a further analysis was tried without this 
variable. Again the model picked out the other four as the 
best possible model and no other variable was included:
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TABLE 9 0 . M ode l (2 )  f o r  p re g n a n t v e rs u s  n o n -p re g n a n t women
V a r ia b le s  i n  th e  e q u a t io n :
Variable B S.E. Wald df Sig R Exp(B)
PREVPR 2.6009 .7435 12.2358 1 .0005 .2537 13.4759
SECGAIN 2.6723 .6668 16.0632 1 .0001 .2974 14.4728
PCONF 3.2628 .7354 19.6866 1 .0000 .3335 26.1226
MARKDANG 1.9562 .6832 8.1985 1 .0042 .1974 7.0726
Constant -3.1147 .7384 17.7935 1 .0000
The classification table is below:
Predicted
Percent Correct
Observed
0 1
0 26 14 65.00%
1 6 82 93.18%
Overa].1 84. 38%
The predictive power of the model is still very high despite 
the removal of the variable for non severe money difficulties; 
84.38% of cases are still correctly predicted.
Chi-Square df Significance 
-2 log likelihood 93.460 123 .9781
Again, the -2 log likelihood is not significant, which 
suggests that by this measure the fit of the model is good.
An even more parsimonious model is that using only secondary 
gain, current confiding in partner and previous pregnancy:
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TABLE 9 1 . M ode l (3 )  f o r  p re g n a n t v e rs u s  n o n -p re g n a n t women
V a r ia b le s  i n  th e  e q u a t io n :
Variable B S.E. Wald df Sig R Exp(B)
PREVPR 2.5305 .7272 12.1081 1 .0005 .2521 12.5596
PCONF 2.5405 .6124 17.2080 1 .0000 .3093 12.6858
SECGAIN 2.5697 .6144 17.4943 1 .0000 .3122 13.0613
Constant -2.1837 .5893 13.7334 1 .0002
Observed
Predicted
Percent Correct
0 1
0 17 23 42.50%
1 0 88 100.00%
Overa].1 82.03%
This model predicts pregnancy in all the relevant cases 
correctly, but is much less good at distinguishing the women 
who will not become pregnant. It shows the same non 
significant -2 log likelihood, suggesting the model is a good 
fit of the data.
-2 log likelihood
Chi-Square df Significance 
103.355 124 .9113
The variables that distinguish women who are pregnant from 
those who are not, are then secondary gain, having had a 
previous pregnancy, high current confiding in partner, having 
had at least one event high on danger and not having had a non 
severe money difficulty.
17.2. TRUE UNPLANNED PREGNANCY VERSUS ALL OTHERS
It was decided to examine the women with true unplanned
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pregnancies separately from all other women in another 
logistic regression analysis. Given the different
characteristics of this group from the semi-planned pregnancy 
group, it was thought important to have two analyses. In the 
next section, women with true unplanned pregnancies and semi­
planned pregnancies are combined into an overall 'unplanned 
pregnancy' group and contrasted with all other women. In the 
present analysis women with true unplanned pregnancies (n=28) 
are rated 1 and all other women are rated 0 on a dichotomous 
variable.
Again the analysis was conducted using a backward stepwise 
entry and using all variables found to have any relationship 
to the newly recoded dichotomous pregnancy status variable and 
any relevant interactional variables (see Appendix G) . The 
analysis retained four variables which are shown below (Table 
92) .
TABLE 92. Model (1) for true unplanned pregnancies versus all 
other women:
Variables in the equation:
Variable B S.E. Wald df Sig R Exp(B)
SECGAIN 1.9769 .6095 10.5209 1 .0012 .2517 7.2200
PRPCOPAR -1.1934 .5014 5.6644 1 .0173 -.1651 .3032
RELEV 1.1471 .5282 4.7171 1 .0299 .1421 3.1492
SVC0MP30 1.3697 .8267 2.7454 1 .0975 .0744 3.9342
Constant -2.7978 .6895 16.4643 1 .0000
The variables included in this model were:
1. Presence of a secondary gain situation
2. Commitment to partnership prior to pregnancy
3. A relationship event of any severity
4. A severe event in the month before conception
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The variable for commitment to partnership prior to pregnancy 
was negatively associated with having a true unplanned 
pregnancy.
The classification table for this model is shown below (a true 
unplanned pregnancy was rated 1 and all other outcomes were 
rated 0).
Predicted
Percent Correct
Observed
0 1
0 96 4 96.00%
1 14 14 50.00%
Overa].1 85.94%
Chi-Square df Significance 
-2 log likelihood 104.493 123 .8853
Using this model, while 96% of other women are correctly 
classified for not having a true unplanned pregnancy, only 50% 
of women with a true unplanned pregnancy are correctly 
classified here. The -2 log likelihood test is not
significantly different from normal suggesting a good fit for 
the model.
Given that few women had undergone a severe event in the 30 
days prior to pregnancy, the same analysis was conducted using 
a forward stepwise technique, and as expected the model failed 
to include the variable for a severe event within 30 days of 
conception. The details of this model are as follows:
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TABLE 93. Model (2) for women with true unplanned pregnancies 
versus all other women:
Variables in the equation
Variable B S.E. Wald df SIg R Exp(B)
SECGAIN 2.0866 .6027 11.9883 1 .0005 .2725 8.0576
PRPCOPAR -1.1269 .4864 5.3667 1 .0205 -.1582 .3240
RELEV 1.1549 .5215 4.9050 1 .0268 .1470 3.1738
Constant -2.7900 .6809 16.7894 1 .0000
The classification table for this analysis is shown below
Predicted
Percent Correct
Observed
0 1
0 96 4 96.00%
1 16 12 42.86%
Overa].1 84. 38%
Chi-Square df Significance 
-2 log likelihood 107.278 124 .8579
Although this model is slightly less predictive overall that rv 
the one including the scores for severe events in the last 
month it actually makes not all that much difference and as 
the outcome of a forward stepwise technique, it is clearly a 
preferred model, using fewer variables.
It also has a non significant value on the -2 log likelihood 
test, again indicating a good fit of the data.
In order to ascertain the predictive power of a 2 variable 
model, only the two more predictive variables were entered on 
another backward stepwise analysis:
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TABLE 94. Model (3) for women with true unplanned pregnancies 
versus all other women:
Variables in the equation:
Variable B S.E. Wald df
SECGAIN 2.0404 .5880 12.0426 1
PRPCOPAR -1.1164 .4708 5.6239 1
Constant -2.0309 .5577 13.2606 1
SIg R Exp(B)
.0005 .2733 7.6940
.0177 -.1642 . 3275
.0003
Again the classification table is shown below:
Predicted
Percent Correct
Observed
0 1
0 89 11 89.00%
1 12 16 57.14%
Overa].1 82.03%
Chi-Square df Significance 
-2 log likelihood 112.639 125 .7783
With this more parsimonious model, more women without true 
unplanned pregnancies are incorrectly predicted to have them, 
which is why this was not a model chosen by the computer 
analysis. Still, it is of interest because it is the most 
efficient model so far in correctly predicting true unplanned 
pregnancy (57% correct) indicating that more than half of 
women who will have true unplanned pregnancies will also have 
low commitment to partnership and secondary gain.
It would seem then that the key variables for predicting a 
true unplanned pregnancy are secondary gain and lower levels 
of pre-pregnancy commitment to partnership.
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17.3. UNPLANNED PREGNANCY OVERALL VERSUS ALL OTHERS
All women with 'unplanned' pregnancies, that is to say true 
unplanned and semi-planned pregnancies, were recoded into a 
dichotomous variable against all other women. The 'unplanned' 
group included both semi-planned and true unplanned pregnancy 
groups (n=4 3) and was contrasted with all other women (the 
planned and comparison groups, n=85). Again the analysis was 
conducted using a backward stepwise technique with all 
variables shown to have significant relationships with the 
pregnancy status variable as dichotomised here. The first 
analysis isolated 3 variables for a model (Table 95).
TABLE 95. Model (1) for women with 'unplanned' pregnancies 
versus all other women:
Variables in the equation:
Variable B S.E. Wald df SIg R Exp(B)
PREVPR .8255 .4378 3.5554 1 .0594 .0976 2.2831
SECGAIN 1.8000 .4636 15.0772 1 .0001 .2829 6.0496
MARKOANG .7251 .4332 2.8022 1 .0941 .0701 2.0650
Constant -2.3459 .4535 26.7561 1 .0000
The variables included in this model were:
1. At least one previous pregnancy
2. Presence of a secondary gain situation
3. At least one high danger event
All variables had a positive relationship with unplanned 
pregnancy.
The classification table for this model is shown below; again 
an unplanned pregnancy is rated 1 and all other 'outcomes' are
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r a te d  0 .
Predicted
Percent Correct
Observed
0 1
0 67 18 78.82%
1 19 24 55.81%
Overa].1 71.09%
Chi-Square df Significance 
-2 log likelihood 135.881 124 .2196
This model is again quite an efficient one, although it is
better at predicting women who do not have unplanned
pregnancies than those that do. The -2 log likelihood value
suggests that the model is not significantly different from
the perfect model.
This model was not improved by including only the measures for 
secondary gain and high danger events. A forward stepwise 
technique, used as a cross check to see whether the model 
would use all variables when it was given a choice, revealed
a model using only secondary gain:
TABLE 96. Model (2) for women with 'unplanned' pregnancies 
versus all other women:
Variables in the equation: 
Variable B S.E. Wald df
SECGAIN
Constant
1.8814 
-1.8524
.4501 17.4714 
.3803 23.7285
SIg R Exp(B)
.0000 .3077 6.5625
.0000
Secondary gain on this model has an odds ratio of 6.56, in 
other words women with secondary gain are 6.56 times as likely 
to experience an unplanned pregnancy than all other outcomes.
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The classification table for this model is shown below:
Predicted
Percent Correct
Observed
0 1
0 51 34 60.00%
1 8 35 81.40%
Overa].1 67.19%
Chi-Square df Significance 
-2 log likelihood 142.472 126 .1498
With this model, while the number of women predicted without 
unplanned pregnancies has decreased, and the model overall 
predicts fewer cases, it actually does predict the women with 
unplanned pregnancies more efficiently. It is also a very 
parsimonious model, and shows the enormous impact of the 
variable for secondary gain on the likelihood of unplanned 
pregnancy. Again the -2 log likelihood test suggests that the 
model is a good fit to the data.
It would seem then that secondary gain is the best predictor 
overall for the occurrence of an unplanned pregnancy, but that 
it can be aided to distinguish the women who will not have 
unplanned pregnancies by the predictive variables measuring at 
least one previous pregnancy and at least one life event high 
on danger.
17.4. PLANNED PREGNANCY VERSUS ALL OTHERS
Women with planned pregnancies (n=45) were contrasted with all 
other women (n= 83) during a further logistical regression
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analysis. The women with planned pregnancies were rated 1 and 
all other women were rated 0. Again backward stepwise entry 
was used on all variables that showed any relationship with 
the dichotomised variable, in a number of different analysis. 
These analyses retained two variables (Table 97).
TABLE 97. Model (1) for women with planned pregnancies versus 
all others:
Variables in the equation:
Variable B S.E. Wald df SIg R Exp(B)
PRPPCONF 1.8264 .4421 17.0665 1 .0000 .3013 6.2115
SHEDIFN -.7965 .4178 3.6342 1 .0566 -.0992 .4509
Constant -1.3521 .4075 11.0074 1 .0009
The variables included are:
1. Confiding in partner prior to pregnancy
2. Having had a non severe health difficulty
The variable for non severe health difficulty was negatively 
associated with planned pregnancy. Despite the small 
contribution made by the second variable to the model the 
analysis retained this variable.
The classification table for the model is shown below
Predicted
Observed
Percent Correct
0 1
0 66 17 79.52%
1 22 23 51.11%
Overa].1 69.53%
Chi-Square
-2 log likelihood 139.851
df Significance 
125 .1720
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This model appears to provide quite a good fit both from 
looking at the classification table, and from the -2 log 
likelihood value (non significant). However while around 80% 
of women without planned pregnancies would be correctly 
predicted by this model, in the case of the women with planned 
pregnancies the rate is only half.
For this reason a second backward stepwise analysis was 
conducted without including the variable for non severe health 
difficulties which was thought not to be of very much interest 
and contributed little to the overall model. The model ended 
again with two variables:
TABLE 98. Model (2) for women with planned pregnancies versus 
all others:
Variables in the equation: 
Variable B S.E. Wald df
PRPPCONF
RELEV
Constant
1.6753
-.7393
-1.2471
.4540 13.6165 
.4245 3.0326
.4523 7.6022
SIg Exp(B)
1 .0002 .2645 5.3404
.0816 -.0789 
.0058
.4774
In this model the place of non severe health difficulties is 
taken by the variable relating to having undergone at least 
one relationship event (of any severity). This model accounts 
for more of the variance observed; the classification table is 
shown below:
Predicted
Percent Correct
Observed
0 1
0 66 17 79.52%
1 20 25 55.56%
Overa].1 71.09%
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This model then correctly predicts more of the women in the 
planned pregnancy group; some 56% in all.
Chi-Square df Significance 
-2 log likelihood 140.530 125 .1621
It is also a very good fit for the data when the value for -2 
log likelihood is examined.
Finally a forward stepwise analysis was conducted using all 
three of the variables isolated as good predictors for planned 
pregnancy: Confiding prior to pregnancy, any relationship
event and non severe health difficulties. During this 
analysis neither of the additional variables was used and the 
model stopped after including only confiding in partner prior 
to pregnancy:
TABLE 99. Model (3) for women with planned pregnancies versus 
all other women:
Variables in the equation: 
Variable B S.E. Wald df
PRPPCONF
Constant
1.9031
-1.7536
.4363 19.0286 
.3610 23.5995
SIg R Exp(B)
.0000 .3203 6.7068
.0000
The classification for this more parsimonious model is shown 
below:
Observed
Predicted
Percent Correct
0 1
0 52 31 62.65%
1 9 36 80.00%
Overa].1 68.75%
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This model is able to predict fewer of the women who did not 
have planned pregnancies than were the earlier models, but is 
also better able to predict the women who will have planned 
pregnancies. It is shown to be a good fit of the data when 
the figure for -2 log likelihood is examined:
Chi-Square df Significance 
-2 log likelihood 143.555 126 .1357
It would seem then that the key predictive variable for women 
who will go on to have planned pregnancies is their level of 
confiding in their partner prior to pregnancy. Other 
variables can help in some ways to distinguish the women who 
will not fall into this category: women who have planned 
pregnancies are unlikely to be those who have had non severe 
health difficulties or relationship events.
17.5. PLANNED VERSUS UNPLANNED PREGNANCIES
In this case the pregnant women were divided into a 
dichotomous variable excluding the comparison group members. 
The semi-planned pregnancy group was again recoded with the 
true unplanned pregnancy group into an overall unplanned 
pregnancy group (n=4 3) and contrasted with the women in the 
planned pregnancy group (n=45). Unplanned pregnancy was coded 
as 1 while planned pregnancy was coded as 0. The analysis 
initially retained 3 variables for the model (Table 100).
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TABLE 100. Model (1) for women with 'unplanned' pregnancies 
versus women with planned pregnancies:
Variables in the equation:
Variable B S.E. Wald df SIg R Exp(B)
SECGAIN 1.2688 .5269 5.7978 1 .0160 .1765 3.5564
PRPPCONF -1.4030 .5101 7.5632 1 .0060 -.2136 .2459
SHEDIFN .8221 .4902 2.8129 1 .0935 .0816 2.2753
Constant -.3716 .6097 .3714 1 .5422
The variables included in this model:
1. Presence of a secondary gain situation
2. Confiding in partner prior to pregnancy
3. A non severe health difficulty
Perhaps not surprisingly considering what has been found with 
regard to the planned and unplanned pregnancy groups above the 
same predictive variables reappeared when they were contrasted 
with one another. Confiding in partner is negatively 
associated with unplanned pregnancy (and so positively 
associated with planned pregnancy). The classification table 
is shown below:
Observed
Predicted
Percent Correct
0 1
0 33 12 73.33%
1 14 29 67.44%
Overa].1 70.45%
Chi-Square
100.501
df Significance 
84 .1059-2 log likelihood 
The model as outlined seems to provide quite a good fit to the 
data accounting for much of the variance of both planned and 
unplanned pregnancies. The value for the -2 log likelihood 
test also suggests that it is a good fit.
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A forward stepwise analysis was conducted as a cross check of 
the model and failed to include the variable for non severe 
health difficulties, perhaps not surprisingly, as again it 
added relatively little to the model. This more parsimonious 
model is shown below (Table 101):
TABLE 101. Model (2) for women with 'unplanned' pregnancies 
versus women with planned pregnancies:
Variables in the equation:
Variable B S.E. Wald df SIg R Exp(B)
SECGAIN 1.2558 .5189 5.8575 1 .0155 .1779 3.5107
PRPPCONF -1.4771 .5002 8.7204 1 .0031 -.2348 .2283
Constant .0427 .5483 .0061 1 .9379
The classification table for this model is shown below:
Predicted
Percent Correct
Observed
0 1
0 36 9 80.00%
1 19 24 55.81%
Overa].1 68.18%
Chi-Square df Significance 
-2 log likelihood 103.360 85 .0856
This model is actually better at predicting planned than 
unplanned pregnancies, and is overall a less good model than 
the first one. Still it requires fewer variables and is still 
not significantly different from the perfect model when 
considering the figures for the -2 log likelihood test.
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1 7 . 6 .  PREDICTING A FE R TIL ITY  DIFFICULTY
The women with longer periods of unprotected sex were 
contrasted with all other women. Usually doctors define 
couples as 'infertile' if they have tried without success to 
conceive for 12 months. This definition applied to only 15 
women in the present sample, and so it was extended to all 
women who had had unprotected sex for longer than 6 months. 
This might seem a short period to talk about difficulties with 
fertility, particularly when no information about sexual 
activity or partner's fertility is known. However it was 
reasoned that the interesting predictive variables might be 
related to those which would be significant for longer term 
problems with fertility.
A backward stepwise logistic regression analysis involving the 
measures found to be highly associated with more than 6 months 
of unprotected sex was conducted. The model extracted is 
shown below (Table 102).
TABLE 102. Model (1) for women with 6 months or more of 
unprotected sex before conception versus all others:
Variables in the equation:
Variable B S.E. Wald df SIg R Ex p (B)
PRPSISOL 3.5736 1.2039 8.8116 1 .0030 .2442 35.6460
RELEV -1.3312 .7446 3.1961 1 .0738 -.1023 .2642
HSEDIFN 1.8146 .7653 5.6215 1 .0177 .1780 6.1386
RHO T A L 3.8243 .8938 18.3079 1 .0000 .3778 45.8012
MONDIFN -2.7820 .9934 7.8433 1 .0051 -.2261 .0619
QUALP 2.8153 1.1265 6.2461 1 .0124 .1928 16.6985
Constant -5.4960 1.4289 14.7935 1 .0001
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The v a r ia b le s  in c lu d e d  i n  t h i s  m ode l w e re :
1. Social isolation prior to pregnancy
2. Lower levels of non severe interpersonal events
3. A non severe difficulty with housing
4. High levels of risk taking
5. Less likelihood of a non severe difficulty with money
6. High levels of positive qualities in the relationship
currently
The classification table for this model is shown below:
Predicted
Percent Correct
0 1
Observed
0 102 5 95.33%
1 9 12 57.14%
Overa].1 89.06%
Chi-Square df Significance 
-2 log likelihood 61.133 121 1.000
The model is a very good fit, both in terms of the overall 
numbers of women assigned to the correct cell and in terms of 
the figures for the -2 log likelihood test. However, it is 
hardly parsimonious, including six variables. A forward 
stepwise procedure using these variables was no more 
parsimonious than the above. It was therefore decided to 
investigate the potential of other models.
It was decided not to include the variables for non severe 
difficulties (housing or money) which were felt to be the 
least interesting predictors.
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TABLE 103. Model (2) for women with 6 months or more of 
unprotected sex before conception versus all others :
Variables in the equation:
Variable B S.E. Wald df SIg R Exp(B)
PRPSISOL 2.5829 .8587 9.0468 1 .0026 .2483 13.2352
RHOT A L 2.8281 .6553 18.6278 1 .0000 .3815 16.9137
RELEV -1.3980 .6552 4.5525 1 .0329 -.1495 .2471
QUALP 1.7645 .8712 4.1024 1 .0428 .1356 5.8385
Constant -3.7437 .9435 15.7454 1 .0001
The classification table for this model is shown below:
Predicted
Observed
Percent Correct
0 1
0 103 4 96.26%
1 11 10 47.62%
Overa].1 88.28%
Chi-Square
-2 log likelihood 77.394
df Significance 
123 .9996
Again the overall the model again seems to be a good fit of 
the data. However it does predict fewer of the women with 
fertility difficulties. It was also thought to be interesting 
to build up a model without the overall risk taking variable 
included to see which variables would then play important 
roles. A further model built up when the risk taking variable 
is not included is shown below (Table 104).
TABLE 104. Model (3) for women with 6 months or more of 
unprotected sex before conception versus all others :
Variables in the Equation: 
Variable B S.E. Wald df
PRPSISOL
RELEV
Constant
1.9654 
■1.3812 
-1.2760
.7205 7.4403
.5614 6.0528
.3190 15.9969
SIg R Exp(B)
.0064 .2182 7.1375
.0139 -.1883 . 2513
.0001
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The c l a s s i f i c a t i o n  t a b le  f o r  t h i s  m ode l i s  shown b e lo w :
Predicted
Percent Correct
Observed
0 1
0 106 1 99.07%
1 19 2 9.52%
Overa].1 84.38%
Chi-Square df Significance 
-2 log likelihood 102.510 125 .9299
Despite the fact that the figures for the -2 log likelihood
suggest that the model fits the data, the low level overall of
women with fertility problems that it assigns to the correct
cell (only 9.5%) makes it not very viable as a predictive
model.
Overall then, fertility difficulties were not nearly as well 
predicted by the variables collected in this research, as were 
pregnancy status groups. The key predictor for these women 
was their relatively high level of contraceptive risk taking - 
no doubt an effect rather than a cause of their fertility 
problems. Still the role of social isolation prior to 
pregnancy is interesting, and remains in the model using both 
forward and backward stepwise techniques, indicating its 
strong power to predict unprotected sex for longer than 6 
months.
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1 8 . CONFIGÜRAL FREQUENCY ANALYSIS
Following the logistic regression analysis, a configurai 
frequency analysis (CFA) was conducted. This kind of analysis 
works by picking out 'profiles' from within the data. 
Entering certain predictive variables, the method extracts 
with these any ' types ' or patterns of responses to these 
variables which are unusually high or low in frequency. A 
binomial probability is calculated to show whether the profile 
is found in significantly more or significantly fewer women 
than would be expected by chance.
Since the analysis relies on the specification of particular 
predictive variables, these were selected on the basis of the 
variables which had been found to be highly predictive during 
the logistic regression analysis. It is important, however, 
to realise that a different set of variables might have lead 
to the discovery of other 'profiles' although these profiles 
would not have had the same genuine predictive value.
During this form of analysis, to keep the numbers in the 
pregnancy status groups even, the semi-planned pregnancy group 
were combined with the true unplanned pregnancy group to make 
an overall 'unplanned' pregnancy group.
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1 8 .1 .  CFA FOR THE PREGNANCY STATUS GROUPS
FIRST ANALYSIS; Including the measures for:
secondary gain 
previous pregnancy
confiding in partner prior to pregnancy 
confiding in partner currently 
non severe health difficulties 
high danger events
relationship events - not partnership (any severity)
Several significant profiles were found:
4 women with unplanned pregnancies: had secondary gain, no 
previous pregnancy, no confiding either currently or pre­
pregnancy, but a non severe health difficulty, at least one 
event high on danger and at least one relationship event (p< 
.001).
5 women with planned pregnancies: had no secondary gain, no 
previous pregnancy, high confiding both currently and pre­
pregnancy, and no non severe health difficulty, high danger 
event or relationship event (p< .001).
7 women with no pregnancy: had no secondary gain, no previous 
pregnancy, no confiding either currently or 12 months ago, a 
non severe health difficulty, no event high in danger, but at 
least one relationship event (p< .001).
4 women with no pregnancy: had no secondary gain, no previous 
pregnancy, no confiding either currently or prior to
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pregnancy, a non severe health difficulty, a high danger event 
and a relationship event (p< .001).
SECOND ANALYSIS: Including the variables for:
Secondary gain
Confiding in partner prior to pregnancy 
Marked danger events 
Any relationship event
Significant profiles:
9 women with unplanned pregnancies: had secondary gain, no
confiding prior to pregnancy and both at least one event high 
on danger and at least one relationship event (p< .001).
12 women with no pregnancy: had no secondary gain, no
confiding prior to comparison date, no high danger event but 
at least one relationship event (p< .001).
THIRD ANALYSIS : Including the variables for:
Secondary gain
Confiding in partner currently 
Confiding in partner prior to pregnancy 
Non severe health difficulty
Significant profiles:
12 women with planned pregnancies: had secondary gain, high 
confiding both currently and prior to pregnancy, and no non
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s e v e re  h e a l t h  d i f f i c u l t y  (p< . 0 0 1 ) .
12 women with unplanned pregnancies: had secondary gain, no 
confiding currently or pre-pregnancy, and a non severe health 
difficulty (p< .001).
11 women with planned pregnancies: had no secondary gain,
high confiding in partner both currently and prior to 
pregnancy and no non severe health difficulty (p< .001).
14 women with no pregnancy: had no secondary gain, no 
confiding either currently or prior to comparison date and a 
non severe health difficulty (p< .001).
FOURTH ANALYSIS: Including the variables for:
Secondary gain
Previous pregnancy
Events with high levels of danger
Severe events
7 women with unplanned pregnancies: had secondary gain, but no 
previous pregnancy, at least one high danger event and at 
least one severe event (p< .001).
21 women with no pregnancy: had no secondary gain, no previous 
pregnancy, no event high on danger and no severe event (p< 
.001).
It would seem then from a perusal of these figures that there
380
are specific types of profiles for women who have unplanned 
and who have planned pregnancies. The women with unplanned 
pregnancies are those who are likely to have scored highly on 
measures of events and difficulties, particularly those which 
are severe, and to have secondary gain. The women with 
planned pregnancies appear to have a profile of high confiding 
in partner and a relative lack of any events or difficulties. 
In fact no profile of women with planned pregnancies included 
a positive score on either severe events or severe 
difficulties, further underlining this fact. It would seem 
that potential for secondary gain can occur equally often as 
not in profiles of women from the planned pregnancy group, 
whereas there was no profile of women with unplanned 
pregnancies where it did not occur.
As regards the profiles of the comparison group, it seems that 
while they are quite likely to have some kinds of life events 
or difficulties, they are of the non severe kind. They differ 
from those of the planned pregnancy group, not only in the 
greater likelihood of life events and difficulties, but in the 
low levels of confiding in partner currently or prior to 
pregnancy. In this these profiles resemble those of the women 
in the unplanned pregnancy group. A major important 
difference from the profiles of both the pregnant groups, 
however is in the measure of secondary gain. Not one profile 
of women in the comparison group involved a positive scoring 
on secondary gain.
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In conclusion, this analysis confirms much of the previous 
analysis and anticipates the next chapter in confirming that 
women with unplanned pregnancies have a profile suggesting 
that they suffer more severe events or events high on marked 
danger in the year before pregnancy than do other women. 
Their profile does not differ from that of the comparison 
group on non-severe events, but women in the planned pregnancy 
group seem to have a profile which suggests low levels of all 
events and difficulties.
18.2. CFA FOR FERTILITY DIFFICULTIES
Further configurai frequency analyses were conducted for women 
who had had long periods of unprotected sex, and so could be 
considered to have had infertility. Women were divided to 
contrast those with 6 months or more of unprotected sex for 
the first analysis and those with 12 months or more for the 
second analysis.
FIRST ANALYSIS: Including the variables:
Secondary gain 
Relationship events 
Severe fertility difficulties 
Social isolation prior to pregnancy
Only one profile emerged:
3 women with more than 6 months infertility: had secondary 
gain, a relationship event, a severe fertility difficulty and
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s o c ia l  i s o l a t i o n  p r i o r  t o  p re g n a n c y  (p< . 0 0 1 ) .
SECOND ANALYSIS: Including the variables
Social isolation prior to pregnancy
Commitment to external relationships prior to pregnancy 
Severe fertility difficulties 
Any relationship event
No profiles were found using this analysis
Given the small numbers of women involved in the profiles 
here, no real conclusions can be drawn as to the nature of 
profile a woman with a fertility difficulty can be said to 
have.
18.3. CONCLUSIONS
In conclusion, the variables found to be good predictors for 
pregnancy status were found to occur in women with 
significantly higher frequency than might be expected. This 
illustrates the kind of variables that are likely to come up 
together in the different kind of women: severe events and low 
scores on confiding in women with unplanned pregnancies, high 
confiding and no events in women with planned pregnancies and 
low confiding, low severe events but higher levels of non 
severe events in the comparison group.
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DISCUSSION
19. A RE-EXAMINATION OF THE MODEL
Referring back to the earlier model and hypotheses, it is 
possible to see how far the results provide confirmation of 
these.
FIG 3 MODEL FOR LIFE EVENTS AND PREGNANCY
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19.1. PATHWAY ONE; AN UNPLANNED PREGNANCY 
LIFE EVENTS & DIFFICULTIES
The original model had suggested (hypothesis 1) that events 
associated with loss, threat of loss, and lack of security 
would be associated with unplanned pregnancy.
The results suggest that women with true unplanned pregnancies 
are significantly more likely to have had a high level (3 or 
more) of severe events in general and in particular to have 
had significantly higher levels of such events in the 14 days 
and month before pregnancy. Women in this group also had 
significantly more severe events associated with relationships 
(including partnership) than all other women.
Women with true unplanned and semi-planned pregnancies 
combined are also significantly more likely to have had events 
that score highly on danger than are a combined group of women 
with planned pregnancies and comparison group members.
As regards difficulties, the findings are less clear cut but 
follow the same trend. The women with true unplanned and 
semi-planned pregnancies have had significantly more severe 
difficulties concerning relationships other than the 
partnership and on the measure of severe difficulties in the 
partnership, the difference between these two groups and the 
planned and comparison groups is approaching significance.
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There also appears to be a trend for the true unplanned group 
to have the largest number of participants who have had such 
severe difficulties in many of the other measures taken. The 
women in the true unplanned group also take the lead in the 
number of severe difficulties lasting more than 1 year, a 
measure where the comparison group has the lowest level.
This would suggest then, that the women with unplanned 
pregnancies do suffer more threatening events and 
difficulties, likely to damage their sense of security, than 
do women in other groups. As regards events high on loss 
however, there was no difference between the groups on this 
measure. It is worth re-iterating, however, that 8 of the 9 
severe events that occurred in the month before conception 
contained at least some element of loss. Six of these 9 
events happened to women with unplanned or semi-planned 
pregnancies; a significantly higher rate than that found in 
the other two groups combined.
SELF ESTEEM AND PROBLEMATIC CHILDHOOD
No role was found for the various measure of problems during 
childhood or early loss in the occurrence of either true 
unplanned pregnancy or 'unplanned' pregnancy in the sense of 
semi-planned and true unplanned groups together.
In relation to hypothesis 2, the data did not suggest any 
important role for self esteem in the year prior to pregnancy.
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Measures of self acceptance and self definition, both positive 
and negative, showed no direct relationship to pregnancy 
status. Mastery, the measure of increased self confidence 
after pregnancy, again showed no differences between the 
groups.
The composite measure NES, although not related to pregnancy 
status directly, showed some interesting relationships, in 
particular with secondary gain. However comparing the 
different pregnancy groups on this measure revealed no 
significant differences. NES does however seem to be a valid 
measure of self esteem, especially since it correlates so 
highly with the history of psychological problems, and with 
the measure of childhood vulnerability, as might be expected 
from the work of earlier writers (see section 2.7).
It would seem then that self esteem either does not relate to 
later pregnancy status or that the relationship is somehow 
more complex than can be measured using straight forward zero 
order chisquare comparisons. This is in keeping with the 
confusing findings of earlier writers, some of whom have found 
relationships between measures of self esteem and unplanned 
pregnancy, and some of whom have not. However women are more 
likely to have a NES score if they have had higher levels of 
severe life events, are in a situation of potential secondary 
gain from pregnancy, and have partnerships with more negative 
qualities. All of these appear to be characteristics of women 
in the true unplanned group.
387
As regards the lowered commitment to external arenas prior to 
pregnancy, women with true unplanned pregnancies were found to 
be significantly less committed to work/than their 
counterparts in all other groups, though all pregnant women 
were significantly less committed to work than were the 
comparison group. These findings need, however, to be handled 
with care; they were collected after pregnancy in the pregnant 
sample, many of whom admitted less interest in all external 
arenas including work since pregnancy. Only one rating of 
commitment to work was made, unlike other commitment measures 
which had both a pre- and post-pregnancy component. This is 
regrettable because of the potential changes in a woman's 
commitment to work as a result of her pregnancy. Even so, the 
significant difference between women with true unplanned 
pregnancies and other pregnant women is marked.
One final note might be added on the finding that women in the 
true unplanned pregnancy group were significantly more likely 
to have left school after their O' levels than were all other 
groups. This did not affect the level at which they finished 
their education, and that variable showed no significant 
relationship to pregnancy status. It seems, then, that there 
could be some relationship between leaving school early and 
true unplanned pregnancy, even if women have gone on to get as 
many qualifications as women in the other groups. Perhaps 
just leaving school early contributes to a sense of slight 
insecurity which might combine with other factors making a 
woman insecure before an unplanned pregnancy.
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CONTRACEPTIVE RISK TAKING & FECUNDITY
The hypotheses concerning risk taking and fertility were not 
strongly supported. The results of the various measures of 
risk taking and previous pregnancy indicate that women with 
unplanned pregnancies (true unplanned and semi-planned) have 
consistently taken more risks with contraception than have the 
women in the comparison group. Further analyses reveal that 
this is not just a recent phenomenon, but extends back through 
the last few years, or beyond. This indicates that risk 
taking should be viewed as a vulnerability factor rather than 
a mediating variable affected by stress. This is discussed 
further below.
Once women in the planned pregnancy group who have long term 
problems with fertility are removed, the planned pregnancy 
group tends to resemble the comparison group, suggesting that 
women with 'unplanned' pregnancies (true unplanned and semi­
planned pregnancies) do take more contraceptive risks than 
their counterparts in the other groups.
Direct tests of 'hyper-fertility' were not included in this 
research, and in fact it would be hard to describe such a 
psychological test. However, it is worth noting that with the 
exception of the semi-planned pregnancy group, pregnant women 
said that they had taken more risks with other partners in the 
past, just as frequently as they said they had taken risks 
with the current partner. This suggests, that apart from the
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semi-planned group, this partnership in particular was not 
more likely to result in a pregnancy than any other. Also the 
fact that risk taking seems to be a long term 'trait' of 
certain groups of women, suggests that the timing of pregnancy 
may be affected by more than merely taking a contraceptive 
risk.
In the case of the comparison group, the figures on this 
measure suggest that current partnership is less likely to 
result in pregnancy than were earlier partnerships for many 
women.
It is worth adding, here, the finding that having markedly 
negative qualities in the partnership is associated with 
taking a high level of contraceptive risks. This association 
appears not to extend to those partnerships with only 
moderately negative qualities. This finding seems to support 
the work of earlier writers who described an association 
between having a more ' equal' or 'integrated' partnership and 
more efficient contraceptive use.
Apart from this single finding, however, there was little 
support for any association between negative partnership and 
contraceptive risk taking. The women in the semi-planned and 
true unplanned pregnancy groups had the highest levels of 
contraceptive risk taking, antipathy to contraception and 
previous pregnancy. The women in the true unplanned pregnancy 
group tended to have partnerships with more negative features
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it is true, but the semi-planned pregnancy group - who were 
the least efficient contraceptors - had more positive 
partnerships than the women with true unplanned pregnancies. 
Furthermore, the women in the comparison group were the most 
effective users of contraception, and they were less likely to 
have had a partner at all. It would be hard to argue, 
therefore, that our findings generally support the idea that 
a 'good' partnership will be associated with more efficient 
contraceptive use.
Referring to Table 75, the findings of the current study would 
also imply that efficient contraceptive use is a long term 
trait of the women in question and not something dependent 
upon a particular kind of partnership. It is also worth 
underlining the fact that in some women, the closeness of 
partnership may undermine efficient contraceptive use. In the 
case of the semi-planned pregnancy group, who had a high level 
of commitment events in the year before pregnancy, the women 
were more likely to describe themselves as having taken more 
contraceptive risks in the current partnership when compared 
to all others. This suggests that the closeness of the 
current partnership could have influenced them to take more 
rather than less contraceptive risks.
The explanation of this difference in findings could be that 
the measures of partnership used here are not the same as 
those of earlier writers, or are inadequate to test for the 
presence of . truly 'equal' and 'integrated' partnerships.
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Further, This difference may reflect the fact that the current 
study was carried out with women of all ages, and not just 
teenagers in the early stages of their sexual careers. It is 
younger women to whom particular partnerships may be crucial 
in determining contraceptive use. Clearly more work in this 
area needs to be carried out to investigate the role of the 
partnership in efficiency of contraceptive use.
In conclusion, as regards the hypotheses on fertility, this 
research can shed little new light except to say that unlike 
Greenberg et al (1959), there was no sign that pregnancy had 
occurred in unlikely circumstances, against the odds. The 
women who had unplanned pregnancies were much more likely to 
have taken more risks with contraception, both just prior to 
their pregnancy and in the past.
This study is also not able to give unequivocal support to the 
finding of other writers, that more negative partnerships are 
associated with higher levels of contraceptive risk taking.
19.2. SECOND PATHWAY: A PLANNED PREGNANCY 
LIFE EVENTS & DIFFICULTIES
Women in the planned pregnancy group differed from all others 
in respect of the few events and difficulties they had 
experienced in the year leading up to pregnancy. Women in the 
true unplanned group often scored the same way as women in the
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comparison group for non severe events, while for severe 
events they had higher levels than all others. In contrast 
women with planned pregnancies had low levels of all events, 
severe or non severe. The real difference on measures of 
partnership crises (non severe), relationship events, 
motherhood events and cohort events is between the comparison 
group and true unplanned group, who had similar levels and the 
planned and semi-planned pregnancy groups. These two groups 
combined score consistently lower than do the women in the 
true unplanned pregnancy group and the comparison group on 
measures of non severe events, and lower than the true 
unplanned group on measures of severe events (as do the 
comparison group in the main).
This seems to suggest then, that the women in the planned and 
semi-planned groups have significantly fewer events than might 
be expected overall, from examining the scores of the 
comparison group. In referring back to Table 4, it is clear 
that at least for the planned pregnancy group this appears to 
be the case. This group is significantly less likely than all 
other groups combined to have had more than 4 life events of 
any kind in the year before pregnancy. In other words the 
year before their pregnancy they had a much less eventful time 
than might be considered usual.
In contrast to the women in the planned pregnancy group, the 
women in the semi-planned group did show the same elevated 
level of high danger events as the true unplanned pregnancy
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group, and an intermediate level of women with 3 or more 
severe events. Furthermore, unlike women in the planned 
pregnancy group, they were not significantly different from 
the women with true unplanned pregnancies or members of the 
comparison group as regards the levels of all kinds of events 
in the year before their pregnancies.
Women with planned pregnancies often have lower levels of 
difficulties than all other women, and significantly fewer non 
severe health difficulties. It would appear then that while 
women in the comparison group have in some cases significantly 
more non severe difficulties, as regards severe difficulties 
the trend is for women with true unplanned pregnancies to have 
the highest level. Once again the women in the planned and 
semi-planned groups have had a relatively quiet life in the 
year before first pregnancy.
Another suggestion of the first hypothesis: that women with 
planned pregnancies would show high levels of non threatful 
events related to the re-evaluation of life, for example 
disappointments at work or births of babies to significant 
others was not supported by the data. There were no 
differences between the groups on the measure of motherhood 
events. On the measure of 'settling-down' events (including 
motherhood and commitment events) however, the women with the 
true unplanned pregnancies and semi-planned pregnancies scored 
significantly higher than women in the other two groups. This 
would seem to suggest that it is these women who may have
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undergone important re-evaluations in the year prior to 
pregnancy, rather than women in the planned pregnancy group.
SELF ESTEEM & PROBLEMATIC CHILDHOOD
There were no signs that women with planned pregnancies had 
higher levels of self esteem, nor that they had suffered from 
less problematic childhoods. However, they had consistently 
higher levels of confiding in partners which has been linked 
to better early relationships (Harris 1988).
All pregnant women, were, however found to be less committed 
to all areas outside the home - work, external relationships 
and external arenas - than were the comparison group in the 
year prior to pregnancy. The relationship was significant for 
both work and external relationships, both currently and prior 
to pregnancy. Between the pregnant groups there was no 
difference on these measures. The same trend existed for the 
measure of pre-pregnancy commitment to external arenas, 
although here the difference between pregnant groups and the 
comparison group was not significant. It would seem then that 
all pregnant women are less involved outside the home prior to 
pregnancy. Further, this appears not to affect their levels 
of self esteem in any fundamental way, suggesting that 
'involvement' in external arenas is not so key in maintaining 
self esteem as might be considered.
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CONTRACEPTIVE RISK TAKING & FE R TILITY
Once women with longer term fertility difficulties were 
removed from the analysis, the women with planned pregnancies 
tended to use just as efficient methods of contraception as 
the comparison group. However in terms of the overall measure 
of risk taking (see section 14.2) they took more risks than 
this group, though less than the women in the true unplanned 
and semi planned pregnancy groups. They were not 
significantly different from these women in terms of the 
numbers of women who had had a previous pregnancy.
This would suggest that women with planned pregnancies, 
although more careful with contraception than those with 
unplanned pregnancies, were still more likely to take 
contraceptive risks, and to get caught (as their similar level 
of previous pregnancies indicates) than were the comparison 
group. In this case other factors must have combined to 
prevent an unplanned pregnancy in these women.
It could be that the slightly lower level of risk taking is 
all that is necessary to avoid accidental pregnancy. However, 
another possibility is that the highly positive nature of 
these women's partnerships made them use contraception more 
effectively than they realised in answering the questions on 
risk taking. This would be in keeping with the ideas of 
earlier writers, that an integrated relationship facilitates 
the making of effective contraceptive decisions (Stycos 1962,
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Skinner 1986). A further possibility is that the events and 
difficulties that the women in the true unplanned pregnancy 
group underwent conspired with their slightly higher level of 
risk taking to ensure an unplanned or semi-planned pregnancy. 
This would be to postulate again, some role for certain events 
in increasing fertility in women already at risk because of 
habitual contraceptive risk taking.
19.3. PATHWAY THREE: NO PREGNANCY
In some senses the model has been supported in relation to 
this pathway: the comparison group and true unplanned group, 
show similar levels of events when compared for events of any 
severity, but with all types of severe events, the true 
unplanned group seem to score highly while the women in the 
comparison group do not. Although this is not always 
significant, the fact that the trend is consistent across all 
types of events seems to lend some support to hypothesis 1; 
that women in general will have many events, but that those 
that are threatening to security will precede an unplanned 
pregnancy.
It is also the case that the comparison group appears to have 
the highest level of non severe difficulties: significantly so 
in the case of non severe difficulties with money and with the 
partnership. Overall, then, some support is lent to the idea 
that this group have many events, but not the ones that really 
matter for unplanned pregnancy.
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SELF ESTEEM & PROBLEMATIC CHILDHOOD
Self esteem showed no differences for any of the measures 
across the pregnancy status groups. There was no sign that 
women in the comparison group were currently, or had in the 
past had higher self esteem than women in the pregnancy 
groups. Further there was no relationship between low levels 
of problematic childhood and comparison group membership.
CONTRACEPTIVE RISK TAKING & FERTILITY
As was postulated by the model, the comparison group were very 
successful contraceptors, significantly more so than all other 
groups. They had also had far fewer previous pregnancies, 
suggesting that their contraceptive habits were quite stable 
and long term.
It is worth mentioning once again, however, that these women 
may perceive themselves as more adequate contraceptors than 
they in fact are; they have no reason to question their 
efficacy, unlike women in the true unplanned and semi-planned 
pregnancy groups. Studies monitoring current contraceptive 
use, perhaps using a diary technique, would really be 
necessary to understand whether a woman who says she used her 
contraceptive method 'consistently' every time she has 
intercourse is actually remembering correctly.
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1 9 . 4 .  PATHWAY FOUR: FE R TILITY  PROBLEMS
L IF E  EVENTS & D IFF IC U LTIE S
The model also suggested that challenging events and 
difficulties might be related to problems with infertility. 
No statistical support was found for higher levels of any of 
the event categories in this group as opposed to all others. 
The one important predictor related to life events which 
predicted the women with unprotected sex lasting over 6 months 
was not having a negative relationship event (non severe). 
The only severe difficulties associated with membership of 
this group were severe difficulties with fertility.
There was also no statistical support for the idea that women 
who had suffered long periods of not being able to conceive, 
had a greater likelihood than other women of having recently 
had a difficulty that had ceased, allowing them to get 
pregnant.
Despite this, as the case study reports included above 
demonstrate there did appear to be some evidence that certain 
challenges might hinder conception and that when these 
challenging events and difficulties ended, a conception would 
occur. In part the problem here was the small number of women 
in the sample with long term periods of infertility. The fact 
that any sort of relationship was seen amongst such small 
numbers of women suggests that further work in this area might
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produce important findings. It certainly makes intuitive 
sense that there should be a relationship between recent 
stress and infertility or the end of stressors and the return 
of fertility,
Harris (1989) described women who had undergone pseudocyesis 
(phantom pregnancy) as showing elevated levels of motherhood 
situations prior to their pseudo pregnancy. Two women in the 
current study described having had pseudo pregnancies of 
several months, though for one woman it was just prior to the 
study period. In neither case was there any sign that these 
women had been involved in motherhood situations more than 
other women. The only similarities between these women were 
their ages, and the kind of partnership that they were 
involved in. Both women were in partnerships where having the 
child of their partner would assure their recognition as his 
girlfriend (neither were married).
Case 074, a white 2 3 year old, had a black partner who 
was disapproved of by members of her openly racist 
family. He was not very reliable, but she always saw 
him quite regularly until he suddenly announced he was 
moving to Croydon. Although she knew that the 
relationship was supposed to continue, 074 knew she 
would see a lot less of him. Some 2-3 weeks following 
his announcement she missed a period and started to gain 
weight, feel sick and have strange cravings food-wise.
She assumed she was pregnant although she did not go to
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the doctor to check. Two months later she had a period 
and found she had not been pregnant at all.
Case 075 had problems of a different kind. Her 
partner's ex-girlfriend would follow them around, hound 
him and try and get him to go back to her. Some nights 
she would come to the flat that they shared and shout 
abuse up at the window, and on one occasion started a 
physical fight with 075. Just prior to the study 
period, after this had been going on for the eight or so 
months she had been going out with her partner she had 
a couple of months when she thought she might be 
pregnant. Her stomach swelled and she had three 
positive pregnancy tests. However, she was not pregnant 
and when her period returned in October of 1990, she was 
told she had had a pseudo-pregnancy.
Although these are only two cases, and no conclusions of any 
kind can be based on them, it is interesting to see how 
important a pregnancy might be for both women in terms of 
affirming their right to be with their partner, a right 
challenged by outsiders in both cases. For 074, too, a child 
might provide some kind of tie on a partner very important to 
her, who had moved willingly to the other side of London. 
Both women were planning to become pregnant, both at the time 
they suffered their pseudo pregnancies and later when they did 
conceive.
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In sum, the findings of this study can shed little light on 
the problems of infertility and which stresses may be related 
to it. Still the case studies reported here may provide some 
insights into further research that could be conducted. The 
hypotheses put forward here remain to be adequately tested.
19.5. THE ROLE OF PARTNERSHIP
The model as envisaged above did not feature a role for 
partnership directly. It was assumed to be one of the 
features making women with unplanned pregnancies feel less 
secure in their lives. In this area, the trends are very 
clear, and most often significant in distinguishing the 
groups.
Overall women with true unplanned pregnancies had partners who 
were significantly more undependable currently and were in 
partnerships with significantly higher levels of negative 
qualities than all other women. In contrast the women with 
planned pregnancies had significantly higher levels of 
confiding and support from their partners both currently and 
prior to pregnancy, and were in partnerships with 
significantly more positive qualities.
The comparison group fell between these two groups with lower 
scores on the positive measures of partnership than the 
planned pregnancy group, but less high scores on the negative 
measures of partnership than the true unplanned pregnancy
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group. This is consistent with the idea that many of these 
women were in relationships that meant less to them, and so 
were less likely to feel upset or let down by their lack of 
confiding or support. The semi planned group tended to have 
similarly high levels of support and confiding but with higher 
levels of negative qualities and undependability than women in 
the planned pregnancy group, indicating a relationship both 
highly positive and highly negative.
In examining the data on commitment to partnership, the 
prediction of high levels of commitment in all pregnant groups 
was not supported. The data on commitment reflected the same 
trends as all other partnership variables, with women with 
planned pregnancies having significantly higher levels of 
commitment to partnership both prior to pregnancy and at the 
current time than all other women. For women with true 
unplanned pregnancies the significant trend went in the 
opposite direction.
Despite this, there is some evidence that women in the true 
unplanned group were more highly committed to the partnerships 
in the year prior to pregnancy. They showed high levels of 
commitment events - significantly more when combined with the 
women in the semi-planned pregnancy group than women in the 
other groups. This suggests that despite the more negative 
nature of their partnerships, they were more likely to have 
become engaged, married, to have started cohabiting or begun 
to have sexual intercourse for the first time in the year
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leading up to pregnancy. This would suggest a higher level of 
commitment to partnership in these women, than they seemed to 
report at the time of interview.
Negative partnership variables were also found to be related 
having higher numbers of severe events. Partnerships are 
significantly more likely to be of lower overall quality in 
women with 3 or more events. Women with true unplanned are 
more likely to be in lower quality partnerships, and to have 
experienced 3 or more severe events. However, the 
relationship cannot just be reduced to a causal relationship 
between negative partnership and severe events for women in 
the true unplanned pregnancy group. The measure of severe 
partnership events does not significantly distinguish women 
with true unplanned pregnancies from all others. This means 
the association is between more negative partnerships and all 
types of severe events; work, housing, money, and so forth. 
The measure for severe events in relationships other than the 
partnership is significantly associated with having a true 
unplanned pregnancy, but the role of a lower quality 
partnership in this is not clear. It is possible to postulate 
that perhaps women who are prepared to endure very low quality 
partnerships, are also in other difficult situations which 
give rise to severe events.
If this is the case, it is worth noting that it does not 
appear to have affected the women in any other adverse way. 
There is no evidence that women in the true unplanned
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pregnancy group have lower self esteem, or higher levels of 
psychological caseness. Women with true unplanned pregnancies 
were not found to be more dependent on their partners, or to 
show signs of increased sexual dependency or sexual reticence. 
Further work is needed to probe the relationship described 
here.
A final note of interest relates to the observation that women 
in the 'unplanned' pregnancy groups (including the semi­
planned group) more often had partners younger than they were, 
and that if so the partners tended to be very much younger (5- 
9 years). It could perhaps be argued that just having a 
partner so much younger than you creates a sense of 
insecurity, or a situation within which pregnancy could 
provide a secondary gain. If this is the case, if the partner 
is not willing to have a planned pregnancy, an unplanned 
pregnancy might provide the only way of creating a sense of 
stability in a woman's perception of the partnership.
19.6. SECONDARY GAIN: THE KEY TO UNPLANNED 
PREGNANCY
One major discovery of this study is the key importance of the 
measure for secondary gain in predicting unplanned pregnancy. 
It was by far the most predictive variable in logistic 
regression models for both true unplanned pregnancy and the 
wider concept of 'unplanned pregnancy' which included the 
semi-planned pregnancy group.
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These groups had higher levels of life events, something found 
to be associated with secondary gain. These groups had higher 
levels of negative partnership measures, and one secondary 
gain a pregnancy might provide is more commitment from a 
partner. Still these relationships cannot explain the huge 
association between secondary gain and unplanned pregnancy.
This is interesting in relation to the models of contraception 
and abortion that postulate the importance of costs and 
benefits inherent in contraception and pregnancy. Secondary 
gain is by definition a variable concerned with measuring 
benefits of pregnancy. It would seem then, that the benefits 
that might be associated with pregnancy are one of the most 
important predictors for who will go on to become pregnant. 
This is not to support the contention that the cost-benefit 
analysis takes place consciously. The overall impression 
given by the vast majority of women in the 'unplanned' 
pregnancy group, especially those with true unplanned 
pregnancies, is that the pregnancy was not consciously chosen. 
The true unplanned pregnancy group often reported the timing 
as being highly inconvenient (a cost of pregnancy). Despite 
this many of them stood to gain a variety of different things 
from the pregnancy and birth of the baby. This finding tends 
to lend support for the hypotheses of Kirsten Luker (1975) 
discussed above, and should be further investigated.
Following on from this it is possible to postulate the costs 
and benefits of contraception. For women highly committed to
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external pursuits and work, the benefit of contraception is 
that it prevents a pregnancy. As might be predicted, the 
women who are highly committed, the comparison group, are more 
effective contraceptors. The women who found contraception 
most difficult, and expressed most antipathy, were the women 
in the semi-planned pregnancy group. For these women, the 
costs of contraception were high, while the costs of pregnancy 
were usually not. These women showed both high levels of 
secondary gain (high benefits of pregnancy) and more often 
said that the timing of this pregnancy was neither 
inconvenient nor convenient.
It is worth noting again the significantly higher number of 
women in the true unplanned and semi-planned pregnancy groups 
who had undergone commitment events (marriage, engagement, 
starting to cohabit or first sexual intercourse) during the 
year of study. A combined measure of 'settling down' events 
(both motherhood and commitment events) also distinguished 
these two groups from the others. This suggests that there 
could have been changes to a woman's life that drastically 
altered the cost-benefit equation in the year prior to 
pregnancy. Once married, engaged or cohabiting the costs of 
pregnancy might no longer have outweighed the benefits, 
particularly if important others in the woman's life had also 
recently become pregnant or had babies.
In summary, then, a cost benefit analysis is able to account 
for some of the key findings in this study. It is more
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difficult, however, to fit the findings on the increased 
severe events in women with true unplanned pregnancies into 
this analysis. Apart from descending to the level of saying 
that a baby will necessarily increase stability (which is not 
a supportable argument) and that therefore it provides a 
benefit to women who have suffered a difficult and disordered 
last year, it is hard to see how to reconcile these findings 
with a pure cost-benefit analysis.
19.7. THE ROLE OF PSYCHOLOGICAL PROBLEMS
Examining the results on the presence of psychological 
problems in the women, it appears that both the comparison 
group and the women with true unplanned pregnancies have 
significantly higher rates of ever having had any 
psychological problem than do all other groups. This, in 
fact, means increased levels of depression in these groups in 
the past, as other disorders were not widely recorded in the 
sample.
The record . of onsets in the past year., distinguishes 
significantly more women in the comparison group than all 
others as having had an onset in the past year. It is also 
worth noting that while the women in the comparison group did 
not score as high as women in the true unplanned pregnancy 
group on measures of severe events, they had still had 
relatively high levels of other events including non severe 
crises in partnership and negative relationship events.
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One possibility is that for this group, perhaps, the 
'response' to such negative events was more likely to be one 
of psychological symptoms than one of pregnancy. This 
research was not, however, equipped to precisely date the 
timing of onset of psychological problems and to compare this 
to the timing of the events undergone. The question of the 
independence of the events from the onset cannot, therefore, 
be adequately established. This is, however, a point worth 
considering in any future research in this area.
Given that the rates of caseness were similar in all groups, 
it seems that the comparison group had had elevated levels of 
women who suffered only borderline psychological symptoms (in 
the majority of cases, symptoms of depression) during the 
study period. This would seem to support hypothesis 4.
As regards anxiety, only 4 women actually mentioned having 
suffered any symptoms and these women were evenly distributed 
across the pregnancy status groups. There was also no sign 
that women with fertility problems might be more likely to be 
anxious and tense (and that this might in some way stop them 
from becoming pregnant).
19.8. DEMOGRAPHIC HYPOTHESES: THE ROLE OF AGE
Age was one of the factors by which women were matched across 
the pregnancy status groups and so it showed little 
relationship to pregnancy status. Despite this, there is some
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evidence that it plays quite an important role in this area. 
Women with planned pregnancies under the age of 25 were found 
to have much higher rates of severe life events than were 
women with planned pregnancies over the age of 25. This 
suggests that in some senses young women with planned 
pregnancies have a different profile from older women with 
planned pregnancies. They are more likely to experience 
severe events, difficult partnerships and to be in situations 
with secondary gain potential. This can be illustrated by 
referring to the case histories of two young women with 
planned pregnancies, both of whom had periods of pseudocyesis, 
who are referred to on page 391. These women show a very 
different side of planned pregnancy to that shown by settled 
married or cohabiting women in their 30s. This issue is 
discussed below in relation to the methodological concerns of 
matching.
Some relationship between the age at marriage or first birth 
of the woman's mother and her own age at first pregnancy was 
demonstrated: 36 % of women aged under 25 at first birth had 
mothers aged under 18 at marriage/first birth in comparison 
with 9% of women aged over 25. As regards larger family size, 
women with more brothers and sisters are more likely to be in 
the younger age group of first time mothers than in the older 
age group. These findings suggest some support for the 
results of Kiernan (1980).
The results . on pre-marital pregnancy are also worth some
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thought and again support some findings of earlier authors. 
If a woman reports that her mother had a pre-marital pregnancy 
(PMP), she is much more likely to be unmarried at her first 
pregnancy than are women who do not have PMP mothers. This is 
especially interesting if the changing meaning of a pre­
marital pregnancy is considered.
It would seem then that the changes in society have not been 
so dramatic as to erase former trends. The finding that 
younger mothers would tend to come from larger families and 
have had mothers who were younger at marriage or first 
pregnancy themselves seems still to hold some validity. Again 
the reported trend for pre-marital pregnancy to continue from 
a mother to her daughter also still exists, although 54% 
(37/69) of women whose mothers were married at pregnancy have 
embraced the more permissive mores of today and are unmarried 
at their own first pregnancy.
These measures of pre-marital pregnancy, mother's age at 
marriage and family size (both for the woman and her partner) 
were not related to pregnancy status, and so in a sense do not 
concern the present research directly. However, referring to 
Table 2, the women in the very young age groups (16-21) were 
slightly more likely to report their pregnancy as unplanned. 
This would suggest that the influence exerted by one's own 
family size, or the age of one's mother at first pregnancy, 
work to the same extent on women with unplanned pregnancies as 
they do on women with planned pregnancies.
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The processes involved may be those related to increased 
'benefits' for women who follow in their mother's footsteps in 
having children early, the secondary gain of approval and 
support from their own mothers. Alternatively, the link 
between early motherhood and social class is well documented 
(Smith 199 3) and may provide a background where women whose 
mothers had them young and remained in a lower social class, 
will tend also to begin childbearing at an early age. What is 
interesting from the point of view of this research is that 
the processes work equally among women with planned and 
unplanned pregnancies.
19.9. FATALISM, SOCIAL CLASS AND RISK TAKING
Social class, while not found to be related to pregnancy 
status, was significantly related to levels of fatalism and 
levels of contraceptive risk taking. This provides some 
support for the work of earlier writers (Rainwater 1960, 
Askham 1975, Chamberlaine 1975) who have linked inefficient 
use of contraception and unplanned pregnancy with fatalism and 
low social class.
This is quite difficult to interpret in the current research, 
where there. were no significant differences between the 
pregnancy status groups in terms of social class. However it 
suggests a way in which a long term vulnerability factor, 
isolated by many authors, might interact with important 
processes in determining the timing of pregnancy. In this
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respect, the current study can offer support for the work of 
earlier writers.
20. SEMI-PLANNED PREGNANCIES
The division of the unplanned pregnancy group into 'true 
unplanned' and 'semi-planned' groups for the purposes of 
initial analysis provided some interesting insights. The 15 
women who formed the semi-planned pregnancy group in some 
senses resembled their counterparts in the true unplanned 
pregnancy group. They had higher levels of severe events and 
events high on danger than women in the planned pregnancy and 
comparison groups. At 6 months prior to pregnancy, 40% of 
women in the semi-planned pregnancy group had had a severe 
event, similar to the 39% of women in the true unplanned 
pregnancy group, and not to the lower rates shown by women in 
the planned pregnancy and comparison groups (not a significant 
difference). Furthermore they had a higher rate of severe 
partnership difficulties similar to that experienced by the 
women in the true unplanned pregnancy group. They were also 
significantly more likely to have had a 'settling-own' or 
commitment event in the study period when in a combined group 
with women in the true unplanned pregnancy group.
In other ways however they resembled the women in the planned 
pregnancy group. They had the same lower level of cohort and 
motherhood events as women in the planned pregnancy group, a 
level lower than that of the women in the comparison and true
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unplanned pregnancy groups. They also had lower level of 
overall numbers of severe difficulties and less likelihood of 
having had a severe difficulty which lasted longer than 1 
year. In this they resembled the planned pregnancy group and 
the comparison group who all scored lower than women with true 
unplanned pregnancies. They also had higher levels of 
confiding in partner both currently and prior to pregnancy, of 
pre-pregnancy emotional support from partner, of positive 
qualities in the partnership both currently and prior to 
pregnancy and of commitment to the partnership both currently 
and prior to pregnancy.
It would seem then that the semi-planned pregnancy group is in 
some ways similar to the true unplanned pregnancy group, but 
in other ways similar to the planned pregnancy group. While 
the women in the semi-planned pregnancy group score highly on 
positive measures of partnership, they show higher scores on 
the negative measures than do women in the planned pregnancy 
group, but not as high as the women with true unplanned 
pregnancies
Thus while members of this group are often cohabiting and more 
settled with their partners, they may have partners that are 
much more undependable than do women in the planned pregnancy 
group. While they have undergone similar levels of severe 
events to women in the true unplanned pregnancy groups, they 
are less likely to have suffered severe difficulties or had 
psychological problems.
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Perhaps the key difference between this group and other women 
is best looked at in terms of pregnancy status. These women 
are more ambivalent about whether they become pregnant or not, 
and this may in fact be the crucial difference between them 
and the other groups. This group take a high level of 
contraceptive risks, particularly with their current partners, 
suggesting again that they are more ambivalent about the idea 
of pregnancy and cannot be treated as the same as women in the 
true unplanned pregnancy group. Perhaps their ambivalence 
reflects society's more relaxed attitude to sexuality, 
although a high proportion of this group are married, and they 
are slightly older than the average of the sample.
The differences outlined provide a valid reason for studying 
this group as separate from either of the other pregnancy 
groups. They have for this reason been accorded their own 
pathway in the revised version of the model that is presented 
below.
415
21. A REVISED MODEL
B e l o w  i s  a  r e v i s e d  m o d e l ,  b e a r i n g  i n  m i n d  t h e  r e s u l t s  a s  f o u n d  
i n  t h i s  s t u d y .
FIG 4. MODEL FOR THE TIMING OF PREGNANCY
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I n  t h i s  r e v i s e d  m o d e l ,  t h e  r o l e  o f  p a r t n e r s h i p  i s  c l e a r l y  
f e a t u r e d ,  w i t h  t h e  n e g a t i v e  p a r t n e r s h i p  b o x  l i n k e d  t o  t r u e
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unplanned pregnancy, the positive partnership box linked to 
planned pregnancy and the semi-planned pregnancy group linked 
to both positive and negative features of partnership.
Secondary gain is also firmly located as a vulnerability 
factor just prior to pregnancy, and on the same level as the 
decision to get pregnant for women with planned pregnancies.
A further pathway; that for women with problematic fertility 
was left out of the model for ease of reading, and because 
there is little that this research can say with confidence 
about this pathway. Possible provoking agents might be 
postulated: challenge events and difficulties, and
vulnerability factors: raised levels of social isolation and 
contraceptive risk taking. However further research is needed 
using a large group of women with fertility problems to
attempt to discover the interrelationships of provoking agent 
and vulnerability factor.
22. LIMITATIONS OF THE CURRENT STUDY
Further to the results described in this reports, some further 
remarks are necessary.
First, the results have been reported without reference to 
their reliability, although the kappa values for the various
scales created for this study are given in the method section.
A few of the values are not high enough to warrant an
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assumption of the validity of the scale. However, in the 
main, the scales with low kappa values are not those that have 
been found to be associated with pregnancy status.
The value for RTl, the variable measuring risk taking just 
before pregnancy, is however of concern. The value of .53 is 
too low a kappa for this measure to be seen as reliable. This 
must cast doubt on the findings related to this variable 
pending further validation. The measure of antipathy to 
contraception also showed a lower value of kappa than is 
acceptable.
The measures for security enhancing and diminishing 
characteristics of life overall and of the extent to which 
motherhood would enhance and diminish security were not found 
to be reliable. These showed little relationship with 
pregnancy status. The one important related variable of 
secondary gain showed a kappa of .69, which is an acceptable, 
if low value.
A second issue which should be considered is that of the 
acceptability of doing many statistical tests without a 
correction on the level of significance. In any analysis, it 
is assumed that a certain level of significance indicates a 
likelihood that the result has not occurred by chance. In 
this study, following convention, the significance level of p< 
.05 was adopted. This indicates that for every ICC tests 
done, there may be around 5 results that come out as
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significant by chance. A rigorous approach to this problem 
would be to reduce the level of probability considerably given 
the number of analyses conducted.
In the current study it was decided against this procedure 
since the tests conducted were all to^ designed to test 
particular hypotheses, rather than merely searching for any 
possible associations the data could provide. Tests of 
statistical significance were confined to mainly 2 by 2 
Chisquare tests of hypotheses, and kept to the minimum 
possible to answer the many questions raised initially by the 
study.
Finally, it seems necessary to return to the thorny issue of 
comparison groups. In order to avoid matching the groups on 
too many variables, and thereby losing information, the 
comparison group were not matched in any way for 
'partnership'. A future study examining these or similar 
variables would benefit from a comparison group who were 
matched for presence of a partner and for length of 
partnership.
The first criterion, ie. presence of a partner, would avoid 
the situation present in this research where a large number of 
the comparison group described themselves as without a 
partner. The second criterion would make the partnerships in 
the groups to some extent equivalent, but without losing the 
chance for there to be important differences between them. In
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this way, the commitment of the pregnant women to their 
partners might be shown by higher levels of cohabitation in 
partnerships of the same duration.
It might also be advantageous to match for levels of sexual 
activity in the women with more casual partnerships. All the 
women but one in the comparison group had been sexually active 
in the year of study. However, the comparative levels of 
sexual activity between the groups are not known.
23. FURTHER RECOMMENDATIONS & IMPLICATIONS
Clearly this study requires replication, however some 
tentative recommendations can be made on the basis of the 
findings reported here. Firstly, the importance of studying 
the whole picture; planned pregnancy, unplanned pregnancy, 
semi-planned pregnancy (which is different again) and no 
pregnancy. Women who have had problems with conceiving, or 
undergone long periods of unprotected sex should also be 
examined, in order to discover the full picture of the 
processes that might be at work. The intentionality of 
pregnancy is essentially an issue of fertility, and therefore 
requires consideration of women who may have fertility 
problems.
Secondly, the benefits of using a rigorous but detailed 
instrument in measuring life events and difficulties cannot be 
over-emphasised. The complex differences between the groups
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regarding the occurrence of events of any kind, severe events, 
non severe events and events relating to different arenas 
would have been impossible with a simple checklist 
measurement. The same can be said for difficulties, which 
many checklist measures fail even to include.
There are also some implications for social policy which might 
be drawn from the findings of this study. This study 
indicates that 'intentionality' of pregnancy, rather than 
whether the mother is married or in her teens, is a crucial 
consideration. In place of a focus on inter-generational 
continuity dictating the age of a woman at her first 
pregnancy, it would seem beneficial to consider her social 
context in terms of life events and quality of partnership. 
Most current programmes of support focus on mothers in their 
teens, particularly under 18. This study would suggest that, 
in fact, all women who have children under the age of 25 may 
have undergone high levels of severe events (see Table 5b). 
These women, even if they have planned their pregnancies, may 
be at risk from social problems.
Perhaps the most striking finding, however, is the high level 
of partnership problems in the true unplanned pregnancy group. 
Women who are over 25 at the time of their first pregnancy are 
rarely targeted for increased support. However this study 
indicates that in terms of severe life events, negative 
features in their partnerships and lowered commitment to other 
arenas, these women may be particularly vulnerable. The true
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unplanned pregnancy group in this study had had higher levels 
of psychological problems in the past than had the other 
pregnant groups. It is only to be guessed whether following 
their pregnancies, they received the secondary gains of 
increased support and commitment that they may have sought.
The findings of this study indicate that women who are high 
contraceptive risk takers (given that this appears to be a 
longer term trait); who are in situations with the potential 
for secondary gain following pregnancy; and who have 
problematic partnerships should be particularly vigilant 
following very threatening events.
Women with very positive partnerships, particularly those that 
are high in confiding, should beware - they are at risk from 
a planned pregnancy!
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APPENDIX A
S u b je c t  I . X .
X l- 3
Card Number
THE QUESTIONNAIRE
DEMOGRAPHICS
How old are you? X6-7
X4-5
What was your date of birth? _________
(use this as a cross check)
Work
Do you work? if yes: Is it full or part time?
How many hours per week?
1 Unemployed
2 Full Time Student - School
3 Full Time Student - Higher Education
4 Part Time Work <18 hours/week
5 Part Time Work >18 hours/week
6 Full Time Work (>35 hours/week)
7 Full Time Work + Heavy Overtime (>50 hours/week)
8 Other
X8
What is your present job and how long 
have you had it?
Social Class Rating: Hope Goldthorpe????__________ X9-10_____
Who would you say earns the money that pays for 
the essentials in your home: bills, food etc.
- identify crucial wage earner for later.
Partner
Do you have a regular partner at present? 1 yes 2 no 
Does he live with you? 1 yes 2 no
Xll
X12
How old is he X13-X14_________
How long have you known him X15-X16_______
(time in months)
Have you been living together all the time
in the last 12-18 months X17-X18
(time in months)
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Are you married? 1 yes 2 no
X19
I f  n o t  c o h a b i t in g  w i t h  p a r t n e r :  w he re  does he l i v e ?
1 Very near by
2 Not very near by but easy to get to
3 Far away or difficult to get to
4 Very far away
Have you been cohabiting/married 
before?
1 Previously married
2 Previously cohabiting but not married
3 History of previous marriage/cohabitation
4 Never cohabited before
X20
X21
(time in months) 
X24-X26
How long did this relationship last? X22-X23
Date this cohabitation ended 
What is your partners occupation?
Class rating: Hope Goldberg? X27-28
Do you know his parents? any ideas when they got 
married (ie young)?
1 Young (under 19)
2 Average (19-30)
3 Old (30+)
4 S does not know
How many brothers and sisters has he got?
Where does he come in the family?
1 Oldest
2 - 8  Middle 
9 Youngest
X29
X30-X31
X32
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P re s e n t H o u s e h o ld
Who l i v e s  i n  y o u r  h o u s e h o ld  a t  t h i s  t im e ?
1 S lives alone
2 S lives with her partner
3 S lives in her parental home
4 S lives in her partner's parental home
5 S shares accomodation with others 
but these are close friends
6 S shares accomodation with others 
who are strangers
7 Other X3 3
Record in detail if necessary;
Is your flat/house 1 Privately owned
2 Privately rented
3 Council rented
4 Bed and Breakfast or sheltered 
accomodation
5 Other X34
Childhood
Where are your parents from?
1 Both born in Britain
2 Either parent born elsewhere in Western Europe
3 Either parent born elsewhere in Eastern Europe
4 Either parent born in Africa
5 Either parent born in Asia
6 Either parent born in the Caribbean
8 Other X35
Record in detail:
Are both your parents still alive?
If yes - how old is your mother? X36-37____
how old is your father? X38-39____
If no - how old was your mother when she
died? X40-41
how old were you? X42-4 3
how old was your father when he
died? X44-45
how old were you? X46-47
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Did the remaining parent remarry/cohabit again?
1 No
2 Yes and S liked the new partner
3 Yes and S did not like the new partner X48
Were you adopted? at what age? X49-50____
Were you ever seperated from your parents as a 
child? from which parent?
1 Mother
2 Father
3 Both X51
At what age was this? X52-53____
What was the reason for the seperation?
1 Parents illness
2 S' illness
3 Wartime evacuation/parents war service
4 Parental divorce/seperation
5 S's own choice
6 Other reasons (eg. child abuse, illegitimacy) X54
How long did it last? X55-56____
(time in 
months)
Were you in care?
1 Yes
2 No X57
Do you know how old your parents were when they married?
Age Mother __
Age Father
How soon after their marriage did they have children? 
(maximum 96 months. If there was a PMP rate 99)
X62-63
X58-59
X60-61
What is/was your fathers occupation?
Hope Goldthorpe X64-65
Do you have brothers and sisters? how many? X66-67
What about half brothers/step sisters etc.? X68-69_
(time in 
months)
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w he re  do you  f i t  in ?
1 Oldest
2 - 8  Middle
9 Youngest X70
Did you ever have a brother or sister who died? 
how old were you?
1 Lost sibling before birth
2 Lost sibling under 1 year old
3 Lost sibling aged 1-5
4 Lost sibling aged 5-10
5 Lost sibling aged 10-15
6 Lost sibling aged 15-20
7 Lost sibling aged 20+ X71 
School
What age were you when you left school/full
time education? X72-7 3
Stage of Education:
1 Pre 0 level/CSE
2 0 level/CSE
3 A level
4 Further Education
5 Not left School X74
Do you think your parents thought of education as very 
important?
1 No they thought work was more important
2 They did not mind - it was up to S
3 Yes they were quite keen
4 Yes they were very keen X75
What sort of schooling had they had? ( record highest for both 
parents)
1 They left before taking 0 levels/CSE
2 They took 0 levels/CSE
3 They took A levels
4 Further Education
5 S does not know X7 6
What about you - do you think an education is very 
important?
1 Yes more important than anything else
2 Quite important, but it is more important to do what you want
to do or feel comfortable with
3 Not very important - work is more important
4 Not important at all X77___
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Would you like to see your children getting more, the same amount 
or less education than you?
1 More
2 Same amount
3 Less
4 Not sure X78
Did you have any post-school training?
1 No
2 Yes - on the job courses arranged by work
3 Yes - on the job courses arranged by S
4 Yes - part time study arranged by S
5 Yes - full time study X79
Are you planning any further training? X80
(as above)
Subject I.D. _____________
Yl-3
Card Number _________
Y4-5
Close relationships
How often do you see your parents/brothers/sisters 
or other close relatives? phone contact?
1 Daily or more
2 Twice a week or more
3 Once a week or more
4 Fortnightly or more
5 Monthly or more
6 Once or Twice every three months
7 Once in 6 months
8 Once a year
9 Less than once a year
Mother: visual
Y6
non visual ____
Y7
Father: visual
Y8
non visual ____
Y9
Other relative: (ie. most frequently seen relative)
visual ____
YIO
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non visual
Yll
Do you have any friends that you see regularly?
visual
non visual
Y12
Y13
Where do they live?
1 Very close to S
2 Not very close but easy to get to for S
3 Quite far from S/more difficult to get to
4 Very far from S/very difficult to get to
visual
non visual
Y14
Y15
Y16
Y17
Is there anyoone else that you feel really close to?
: visual
non visual
Y18
Y19
Where do they live?
what about before your pregnancy? 18 months ago?
Y20
visual
Where do they live?
non visual
Y23
Y21
Y22
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If you had a problem of some sort, who would be the first person 
you would want to discuss it with? what about your partner? 
parents? other relatives?
1 Partner
2 Parents
3 Siblings
4 Other relatives
5 Partners relatives
6 Friends
7 GP/Social Worker/Priest Y24
Y25____
Specify where possible:
If I had asked you this question 18 months ago, would the answer 
have been different?
0 Answer the same
1 - 7  Answer different using categories above___________ Y27____
Who is pre pregnancy confidant:
How often do you see your partner Y28
How often do you speak to your partner on the phone Y29 
Where were you born
1 Born in Britain
2 Born elsewhere in Western Europe
3 Born elsewhere in Eastern Europe
4 Born in Africa
5 Born in Asia
6 Born in the Caribbean
8 Other Y30_
Number of sisters in family of origin (including sisters 
half/step sisters or surrogates)
Y31
Number of brothers in family of origin (including brothers 
half/step brothers or surrogates)
Y32
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Subject I.D.
P l- 3
Card Number _________
P4-5
PREGNANCY HISTORY
I am going to ask for some details about this your 
pregnancy/pregnancy in general.
Questions for pregnant subjects
When is the baby due? (month and year) P6-8_____________
Was this baby planned, and by planned I mean that at the time you 
concieved you were actually intending to get pregnant, or had 
been trying to get pregnant for some time?
1 Baby was fully planned with S and partner agreed that it was 
the correct time to have a baby and trying for one
2 S had been planning to get pregnant at this time but had not 
really discussed it with her partner
3 S had wanted to get pregnant at some point soon (not right 
now), but was not actually thinking she would become pregnant 
now
4 S did not really mind if she became pregnant or not
5 S did not want to become pregnant at this time but did not 
get a surprise when she found she was pregnant
6 S got a suprise when she found she was pregnant because she
really was not planning to get pregnant right at this moment
P9____
How did you feel when you found you were pregnant?
1 Shocked and upset or worried and this feeling stayed a while
2 Shocked/Unsure or unhappy but then soon got used to the idea
2 Shocked/suprised right at first but basically pleased
3 Very pleased indeed
5 Not really bothered either way
6 Not sure how she/he felt
PIO____
How did your partner feel
Pll____
Is this a convenient time for you to become pregnant or will it 
be getting in the way of other things you have planned to do?
1 It is actually a very convenient time
2 It is not a particularly convenient time but it is as good a 
time as any other
3 It is not a very convenient time at all
P12
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Do you feel that your life was developing or changing in any 
important ways before you became pregnant?
1 Yes - important changes at work or promotion possibilities
2 Yes - important changes in education/training
3 Yes - wanting to change where you live/go travelling/take a job
away from home
4 Yes - important changes in relationships with people
5 No - no important changes were really going on at all
P13
Do you think you became pregnant now for any reason?
1 S wanted to become pregnant.
2 S wanted to become pregnant (even if she did not realise it at
the time
3 S's partner wanted S to become pregnant and talked her into it
4 No reason - just my luck
5 S feels she her becoming pregnant is fate/God's will
P14____
If S answers that she thinks it is her fate: do you think you can 
change your fate?
1. No
2. Yes
3. Not sure
Pregnant S '
P15_
did you consider having a termination?
1 Yes 2 No P16
what factors influenced your decision to 
have the baby?
1 Career considerations
2 Financial considerations
3 Considerations to do with this partnership
4 Parental/Familial considerations
5 Considerations to do with S's health
6 General broodiness
7 Other reasons - give details
P17
will you be thinking of yourself mainly as 
a Mum from now on?
1 Yes 2 No 3 Not sure P18
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will this pregnancy change your life? what changes 
do you see ocurring?
1 No real changes to lifestyle
2 Some changes but S feels positive about them
3 Some changes and S feels negative about them
4 A great upheaval in her routine but S feels
positive about it
5 A great upheaval in her routine and S feels 
negative about it Pi9_____
Will it worry you to be tied down?
1 Yes 2 No 3 Not sure P20
What was the key thing that made you decide to 
have the baby now?
1 A convenient time in terms of S's own work
2 A convenient time in terms of partner's work
3 A convenient time in terms of money
4 No real reason not to have the baby
5 Religious or moral reasons making abortion 
impossible
6 Family pressures or considerations (including 
partner's family)
7 Uncontrollable broodiness
8 Other reasons - give details
P21____
Questions for all subjects
Have you ever had a previous miscarriage? or had to have a 
termination?
1 No previous pregnancy
2 Previous miscarriage
3 Previous termination
4 History of previous miscarriages
5 History of previous terminations
6 History of both termination and miscarriage__________P22____
Give the date(s) of any previous miscarriages and 
S's age at the time:
Date S's age
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Are/were your periods regular? Do/did you tend to get any 
menstrual troubles or irregularities?
1 Regular periods but with a lot of pain or PMT
2 Regular periods with not much pain or PMT
3 Regular periods with no pain or PMT
4 Irregular periods with a lot of pain or PMT
5 Irregular periods with not much pain or PMT
6 Irregular periods with no pain or PMT P23
Have you had any other scares/times when you thought you were
pregnant before this?
1 Has never had a scare or thought she was pregnant
2 Has had a scare once or twice but rarely thought that she might 
be pregnant
3 Has had quite a few times when she thought she might be 
pregnant
4 Has thought she might be pregnant on a lot of occasions - 
almost every month
P24____
Was this because you had taken risks with contraception?
1 Yes
2 No - S just worried anyway, even though she had been using 
regular protection
3 S has had a scare
P25
What contraceptive method do you use? have you ever used any 
other?
1 Pill
2 I.U.D.
3 Barrier methods (hers): diaphragm, sponge, pessaries
4 Barrier methods (his) : condoms
5 Withdrawal
6 Rythum method
7 No use of contraception
Current use P26 Previous Use P27
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If there has been a change: Why did you change from one method 
to another?
1 New method easier to use
2 New method reccomended for health reasons
3 Old method was problematic for S
4 Old method was problematic for partner
5 Because it no longer mattered whether or not S became pregnant
6 Because S basically does not approve of any form of
contraception
7 Because Partner basically did not like any form of 
contraception
8 Other reasons - give details P28_____
How easy do/did you find the method you are/were last using to
use?
1 Easy
2 Not very easy but S could do it
3 Difficult
4 Very difficult
P29
Do/did you mind using this method? Why? (ie. pill messes up your 
system, cap is messy or whatever)
1 No found it no trouble
2 Some discontent with method, but basically it is O.K.
3 Did not like method very much
4 Really did not like method at all P30____
Did your partner mind?
1 Partner found the method no trouble
2 Partner showed some discontent but basically O.K.
3 Partner did not like the method very much
4 Partner really did not like the method at all P31
Did you use it consistently - and by that I mean on every 
occasion you had sex?
1 Yes
2 Usually - around 80% of the time
3 50-80% of the time
4 20-50% of the time
5 No - less than 20% of the time
P32
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If not: why not?
1 S's own health - side effects
2 S found the method difficult keep up or uncomfortable/messy
3 Partner found the method difficult to keep up or uncomfortable 
/messy
4 S did not really believe in the effectiveness of the method
5 S did not approve of using the method morally
6 Partner discouraged S in regular use of method
7 Both of them would get carried away and forget to use it
8 S wanted to become pregnant
9 S is not sure why they did not use it consistently
P33____
Everybody takes risks but do you think you tended to take risks 
alot?
1 Always
2 Usually - about 80% of the time
3 About 50% of the time
4 Not very often - around 20% of the time
5 Never
P34
If yes: was it just in this relationship that you did so? what 
about previous relationships?
1 S has taken more risks in other relationships
2 S took risks just as often in all other relationships prior to
this
3 S took risks in prior relationships but not as often
4 S has never taken risks in any prior relationships
5 S has never taken risks in any relationship (including this
one)
6 S has never had a prior relationship P35____
For all non-pregnant subjects
Do you think that everyone has a fate or a destiny which explains 
why things happen when they do?
1 No
2 Yes
3 Not sure P36
No. months unprotected sex P37-8
Did she get pregnant on holiday P39
1. No
2. Yes
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How s u re  o f  th e  d a te s  o f  c o n c e p t io n ?
1. S is sure
2. S is not sure but no important events
3. S is not sure and there are important events close to date
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APPENDIX B
SESS RATING SCALES
Subject I.D.
Card #
1. Self acceptance:
S O l-03
S04-05
1. Marked
2. Moderate
3. Some
4. Little/none S06
pre-pregnancy S07 
Self definition - a) positive b) negative:
1. Marked
2. Moderate
3. Some
4. Little/none
a) S08
b) S09___
pre-pregnancy a) SIO___
b) Sll___
3. Role conflict- a) conflict over whether to have the baby
b) conflict on ideas of a woman's role
c) conflict on domestic vs external arena
d) conflict between partner and romantic 
ideal
1. Marked
2. Moderate
3. Some
4. Little/none a) S12____
b) S13.
c) S14
d) S15_
S 's level of commitment to the idea of motherhood :
1. Marked
2. Moderate
3. Some
4. Little/none S16
pre-pregnancy S17
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5. Security characteristics of pregnancy: a) enhancing
b) diminishing
1. Marked
2. Moderate
3. Some
4. Little/none
0 S is not pregnant a) S18_
b) S19.
6. The possibilities of secondary gain in pregnancy
1. Marked
2. Some possibilities but not clear
3. No possibilities
0. S is not pregnant S20
7. Convenience of pregnancy - a) positive b) negative
1. Marked
2. Moderate
3. Some
4. Little/none
0. S is not pregnant a) S21
b) S22_
8. Degree of previous risk taking
1. Marked
2. Moderate
3. Some
4. Little/none S23
9. Antipathy to contraception in general
1. Marked
2. Moderate
3. Some
4. Little/none S24
10. Presence of Fatalism
1. Marked
2. Moderate
3. Some
4. Little/none S25_
11. Commitment to Education - a) S's commitment
b) S's parent's commitment
1. Marked
2. Moderate
3. Some
4. Little/none a) S26_
b ) S27_
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12. S's commitment to work/labour market (pre-pregnancy)
1. Marked
2. Moderate
3. Some
4. Little/none S28
13. S's commitment to housework
1. Marked
2. Moderate
3. Some
4. Little/none S29
pre-pregnancy S30
14. Current level of commitment to external interests/arena 
(other than work)
1. Marked
2. Moderate
3. Some
4. Little/none S31
pre-pregnancy S32
15. S's commitment to external relationships
1. Marked
2. Moderate
3. Some
4. Little/none S33
pre-pregnancy S34
16. Security diminishing characteristics of single status:
1. Marked
2. Moderate
3. Some
4. Little/none S35 
FOR THOSE IN A PARTNERSHIP
17. S's level of commitment to the partnership:
1. Marked
2. Moderate
3. Some
4. Little/none S36_
pre-pregnancy S37
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1 8 . S 's  l e v e l  o f  co m m itm en t t o  p a r tn e r s h ip s  i n  g e n e r a l :
1. Marked
2. Moderate
3. Some
4. Little/none_________________________________________S38____
pre-pregnancy S39____
18. S's confiding in partner:
1. Very high: talks about all emotionally charged areas; 
no things she feels she could not tell him.
2. High: talks about nearly everything with him, one or 
two fairly minor exceptions e.g. gynaecological 
topics.
3. Moderate: talks about most things with her partner, 
amount confided outweighs the exceptions
4. Some: talks somewhat but not about the majority of 
things
5. Little/None: confides little, or not at all. S40____
pre-pregnancy S41____
19. Partner's active emotional support of S (in times of 
trouble):
1. Very high
2. High
3. Moderate
4. Some
5. Little/none S42
pre-pregnancy S43
20. Estimated undependability of husband :
1. Very Marked
2. Marked
3. Moderate
4. Some
5. Little/none S44
pre-pregnancy S45
21. Quality of interaction with partner: a) positive
b) negative
1. Marked
2. Moderate
3. Some
4. Little/none a) S46_
b) S47_
pre-pregnancy a) S48
b) S49
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24 . S 's  o n g o in g  dependency  on p a r t n e r :
1. Marked
2. Moderate
3. Some
4. Little/none S50.
pre-pregnancy S51
25. Degree of sexual dependency
1. Marked
2. Moderate
3. Some
4. Little/none S52
pre-pregnancy S53
26. Degree of S's overall sexual reticence
1. Marked
2. Moderate
3. Some
4. Little/none S54
pre-pregnancy S55
27. Also rate partner on the following:
a. Prison/borstal sentance - longest term in months. ____
S56-57
b. Psychiatric patient 0
1
2
3
c. Drinking problem
no
yes, G.P.
yes, out patient.
yes, in patient. S58
no - normal social drinking 
drinks fairly heavily 
sometimes
heavy drinker with 
associated problems S59
d. Violence
e. Drugs
f. Affairs
0. no
1. threats only
2. actual violence S60
0. no
1. yes but no associated problems
2. yes with a number of 
associated problems S61
0. no
1. yes S62
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Use all ratings so far to build up an overall rating of the 
quality of the partnership:
1 good - mutual concern and affection and no serious tension 
2D good average - mutual concern and affection but some tension 
3A good average - less concern and affection 
4D poor average - harmonious/disharmonious episodes 
5A poor average - indifference - some cooperation and affection 
6D poor - constant quarrelling
7A poor - apathy and avoidance, little or no mutual 
cooperation.
A = apathy D = discord S6 3___
28. Degree of social isolation:
1. Marked
2. Moderate
3. Some
4. Little/none S64___
pre-pregnancy S65____
28. Current level of overall security characteristics:
a) enhancing b) diminishing
1. Marked
2. Moderate
3. Some
4. Little/none a) S66___
b) S67___
pre-pregnancy a) S68___
b) S69___
29. Overall change in ratings since S's pregnancy:
1. Marked
2. Moderate
3. Some
4. Little/none S70____
30. Mastery
1. Marked
2. Moderate
3. Some
4. Little/none S71
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APPENDIX C:
L IF E  EVENTS SCHEDULE: E RECORD S u b je c t  I . D .
E O l-0 3
Event #
Date of 
event
E06-07
E08-13
Card #
Full Classification of Event: 
0 EDUCATION
00 Selection Interviews
01 Starting/leaving school/ 
university/courses
02 Exams/results
03 Other crises (excl conduct 
probls etc.)
1 WORK
10 Job interviews/rejections
11 Start/resume job
12 Time Off/sick/maternity/ 
strikes <4 weeks
13 Promotion/demotion
14 Work relationship crisis
15 Redundancy/dismissal
16 Retirement/giving up work
17 Solicitor/court/tribunal 
re: work
2 REPRODUCTION
20 Infertility
21 Pregnancy
22 Complications of pregnancy
23 Miscarriage
24 Induced abortion
25 Birth
26 Stillbirth
27 Contraception/ 
sterilisation
3 HOUSING
30 Rent payment/threat 
eviction
31 Rented housing event
32 Buying/selling house
3 3 Residence change
34 Other crises (neighbours)
4 MONEY/POSSESSIONS
40 Financial crises/debts
41 Financial gains
42 Loss, damage, threat to 
property (excl theft)
4 3 Financial obligation 
44 Solicitor re possessions
E04-05
Brief Description of event:
5 CRIME/LEGAL
50 Offence against person
51 Offence against property
52 Other offence
53 Police contact (not 50-2)
54 Court case/inquest/prison 
(incl S 's release)
55 Solicitor contact
6 HEALTH/TREATMENT/ACCIDENTS
60 Accident
61 Accident + Hospital
62 Physical illness
6 3 Phys illness + Hospital
64 Operation
65 Suicide attempt
66 Psychological referral 
Substance misuse/child 
guidance
67 Hospital discharge
68 Solicitor re: health
7 MARITAL/PARTNER RELATNSHIP
70 1st sexual intercourse
71 New reln/resuming rein
72 S engagement/marriage
7 3 Start cohabitation
74 Increase/decrease interaction
75 Crisis/breakdown in rein
76 Violence/rape .- partner
77 Separation/divorce
78 Solicitor - divorce/custody
8 OTHER RELATIONSHIPS
80 Increase/decrease interaction
81 Arrival/depart household
82 Engagement/marriage/divorce of 
other
83 Child conduct/truancy/delinqu
84 Crisis/breakdown in rein
85 Break bad news
86 Violence/pestering by key tie
87 Solicitor re: above
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9 MISCELLANEOUS/DEATH
90 Meeting key person/learning key 
fact from past
91 Break bad news - less close tie
92 Ceremonies 
9 3 Pet events
94 Miscellaneous crises
95 Death/bereavement
E14-15
Independence from S's personality
1 Totally independent
2 Nearly totally independent (incl. S's physical illness)
3 Compliance of S with external situation
4 Intentional act by S
5 Probable negligence by S
6 Argument/tension/end contact
7 End contact no argument
8 S's love/sex events
9 related to S's Pregnancy (s) El6 
Focus
1 Subject focussed
2 Joint focussed with other (s)
3 Focussed on possession/pet
4 Focussed on another person E17
Threat ratings
1 Marked threat/unpleasantness
2 Moderate threat/unpleasantness
3 Some threat/unpleasantness
4 Little/no threat/unpleasantness
Short term threat - contextual E18
Short term threat - reported E19
Long term threat - contextual E20
Long term threat - reported E21
If threat is 2 on long term contextual and S or J focussed 
a/b classification of 1/t threat:
1 Upper moderate threat (a)
2 Lower moderate threat (b)
3 Not a 2 subject/joint event
E22_
Loss
1 Marked
2 Moderate
3 Some
4 Little/none E23
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Irreversibility of loss
1 Marked
2 Moderate
3 Some
4 Little/none E24
Disappointment
Danger
1 Marked
2 Moderate
3 Some
4 Little/none E25
1 Marked
2 Moderate
3 Some
4 Little/none E26
Inevitability of Danger
1 Marked
2 Moderate
3 Some
4 Little/none E27
Rate of contact before event
1 Household member
2 Seen daily/weekdays
3 Seen weekly or more
4 Seen fortnightly or more
5 Seen monthly or more
6 Seen every 6 months or more
7 Seen once a year or more
8 Seen less than once a year/ 
never before
0 Only S involved E28
Relationship before event
1 Parent
2 Spose/cohabitee/partner
3 Sibling
4 Other relative/spouse's relative
5 Confidant (if not above)
6 Ex partner
7 Friend/nieghbour/workmate
8 Casual aquaintance/stranger
9 Key person from the past
0 No other involved E29
When was event neutralised?
1 No
2 Yes within 3 days
3 Yes within 1 week
4 Yes within 2 weeks
5 Yes but took 2 weeks+
0 Event was not severe E30
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D id  S n e u t r a l is e / c o p e  w i t h  i t ?
1 Possibly S reduced threat from 1 or 2 to 3 or below
2 Probably S reduced threat from 1 or 2 to 3 or below
3 Possibly S increased threat from 3 or 4 to 2 or above
4 Probably S increased threat from 3 or 4 to 2 or above
E31.
Is event a fresh start?
1 Marked
2 Moderate
3 Some
4 Little/none E32
Is event linked to an earlier event? E33
Is event linked to a difficulty? E34
E35
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APPENDIX D
DIFFICULTY SCHEDULE -  D RECORD
S u b je c t  I . D .
Difficulty #   Card #
D O l-03
D06-07 D04-05
Brief Description of Difficulty:
Classification of difficulty:
0 Housing
1 Husband/partner
2 Money
3 S's health
4 Partner's health
5 Other's health
6 Sociosexual
7 Miscellaneous
8 Bereavement/lonliness
9 S's own work
10 Spouse's work
11 Housework D08-09
Health difficulty
1 Health
2 Health/non health
3 Non health DIO
Independence
1 Totally independent
2 Nearly totally independant 
(including S's physical illness)
3 Compliance with external situation
4 Intentional act by S
5 Probable negligence
6 Argument/tension/end contact
7 End contact no argument
8 Love/sex difficulties
9 Pregnancy related difficulties Dll
If Difficulty arises from severe event D12
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DIFFICULTY THREAT RATINGS: 
Rating
1 Very marked
2 Marked
3 High moderate
4 Low moderate
5 Mild
6 Very mild
0 Not a difficulty
Date of difficulty Contextual General Change in
change rating rating Independence
D12-17 D18 D19 D20
D21-26 D27 D28 D29
D30-35 D36 D37 D38
D39-44 D45 D46 D47
D48-53 D54 D55 D56
D57-62 D63 D64 D65
D66-71 D72 D73 D74
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APPENDIX E
PREGNANCY PROJECT G RECORD
CHANGE POINT RECORD FOR PSYCHOLOGICAL PROBLEMS
Gl-3 G4-9 GIO Gll G12
ID DATE OF DIAGNOSIS SEVERITY DOUBT
CHANGE/ ABOUT
ONSET SEVERITY
1. Depression 0. Normal (Previous
2. Anxiety 1. Low bdrln episodes
3. Obsessional 2. Medium bd only)
4. Anorexia 3. High bd 1. Probable
5. Bulimia 4. Case case
6. Alcohol abuse 2. Possible
7. Drug abuse case
8. Other
Gl—3 G4—9
DD MM YY
GIO Gll G12
11 11 11 11 1
G13-18 G19 G20 G21
1 11 11 11 1
G22-27 G28 G29 G30
1 11 11 11 1
G31-36 G37 G38 G39
1 11 11 11 1
G40-45 G46 G47 G48
1 11 11 11 1
G49-54 G55 G56 G57
1 11 11 11 1
G58-63 G64 G65 G66
1 11 11 11 1
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APPENDIX F: MOTHERHOOD INCIDENTS
The following is a list of the kinds of "motherhood incidents"
collected and used to create the third cohort variable.
001: Observed a woman give birth in Bangladesh. She did not 
know the woman but was struck by the miracle of birth
003: Sister's second baby. Close friend (not confidant) has 
first baby.
007: She becomes godmother to her cousin's second child. 
Another cousin has been confiding for some time in 007 
about fertility worries.
008: Woman with whom she is competitive becomes pregnant, 
knowing that 008 has been trying for a child for more than 
2 years.
010: Brother has fourth child. 010 had a long term fertility 
difficulty and had been trying to conceive for 4 years. 
She and a friend from work would map out their cycles 
together. The friend became pregnant 6 months before 010.
Oil: Partner's sister gives up a baby for adoption. Oil had 
recently had a miscarriage and found this particularly 
upsetting.
016: Very close friend becomes pregnant. Sister has second 
child and cousin (who she is very close to) has first baby.
035: 035 met up with all her old school friends, all of whom now 
had children. She found them all very patronising towards 
her because she had no children. A month later her sister 
had her second child.
037: The wife of her married partner got pregnant. The 
relationship between the partner and his wife is fraught 
and was in the throws of breaking up at the time. The 
partner put pressure on his wife and she had a termination.
038: "Everyone in the world" has been getting pregnant and 
having babies. Confidant had her first baby, although 038 
was not involved.
039: Sister had her second baby, two sister-in-laws became 
pregnant and 039 was a nurse in an infertility unit.
050: Many friends and acquaintances who are pregnant or have had 
babies, including her own partner's ex girlfriend. Her 
sister has a difficult relationship with her partner, and 
really wants to have a child though her partner does not. 
050 is her major confidant.
057: Partner's brother's wife had her first child (household 
member).
065: Despite the fact that 065 is only 16 many of her friends 
have been pregnant and had babies. Her close friend Dawn 
was pregnant during the study period and told her "you'll 
be next".
071: Sister had a termination about 3 months before 071 
discovered her own pregnancy. Her sister had allowed 
herself to become pregnant thinking that her partner would 
agree, but he was insistent that she have a termination.
092: Sister with long term fertility problem finally became 
pregnant. However it was a difficult pregnancy involving
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an operation on her cervix to keep the baby inside.
097: "Loads" of friends having babies: "they're dropping like
flies". Brother had his second during the study period.
107: Her best friend and confidant had her first baby, and in 
the same month her ex-partner and his wife had their first. 
107 admits she felt quite jealous.
126: Father's new girlfriend (the same age as 126) announced she 
was pregnant which felt very strange. Many friends have 
also had babies recently.
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APP D O I X  G
ALL PREGNANT WOKEN VERSUS COKPARISON GROUP:
MEASURE Chlsq p. Phi p. Gamma
Previous pregiancy 11.54 .000 .32 .000 .73
Secondary Gain 14.81 .000 .36 .000 .67
Confiding (prp) 10.37 .001 .30 .000 .59
undependability (prp) .00 n.s. .01 n.s. .03
Emotional a f p o r t  (prp) 5.20 .026 .22 .01 .45
Positive qualities of
partnership (prp) 5.50 .018 .23 .01 .47
Negative qualities of
partnership (prp) .00 n.s. .01 n.s. -.02
Committment to
partnership (prp) .96 n.s. .10 n.s. .23
Confiding (cur) 13.81 .000 .35 .000 .65
Undependabiiity (cur) .38 n.s. .07 n.s. .26
Emotional sipport (cur) 7.90 .002 .26 .002 .53
Positive qualities of
partnerhsip (cur) 10.47 .000 .3 .000 .6
Negative qualities of
partnership (cur) .00 n.s. .02 n.s. .05
Committment to
partnership (cur) 5.89 .015 .23 .008 .47
Overall quality of
partnership .09 n.s. .05 n.s. -.14
Overall contraceptive
risk taking 1.54 n.s. .13 n.s. .37
Antipathy to contraception 2.00 n.s. .15 n.s. .38
Overall fatalism .44 n.s. .07 n.s. -.19
Overall security enhancing
factors (prp) .00 n.s. .01 n.s. .02
Overall security diminishing
factors (prp) .3 n.s. .06 n.s. -.14
Overall security enhancing
factors (cur) .33 n.s. .07 n.s. -.19
Overall security diminishing
factors (cur) .00 n.s. .02 n.s. .04
Social isolation (prp) .66 n.s. .10 n.s. .42
Social isolation (cur) 1.30 n.s. .13 n.s. .5
Commitment to external
relationships (prp) 4.98 .026 .21 .015 -.47
Commitment to external
relationships (cur) 6.60 .009 .25 .005 -.52
Total number of severe events 1.68 n.s. .14 n.s. .53
4 7 7
Number of severe events in
14 days before conception .00 n.s. .02 n.s. .16
Number of severe events in
30 days before conception .96 n.s. .11 n.s. .59
Number of severe events in
90 days before conception .95 n.s. .11 n.s. .32
Severe work events .38 n.s. .07 n.s. .26
Any relationship event 3.13 n.s. .17 .049 -.37
Severe relationship event
(not partnership) .74 n.s. .10 n.s. .30
Severe relationship event
(including partnership) .23 n.s. .06 n.s. .15
Severe partnership event .02 n.s. .03 n.s. .09
Partnership crisis 3.69 n.s. .19 .034 -.39
Any motherhood event .13 n.s. .05 n.s. -.13
C0H0RT1 event .70 n.s. .09 n.s. -.27
High loss event .02 n.s. .03 n.s. .07
danger event 4.71 .029 .21 .017 .50
Severe difficulty with
partnership .97 n.s. .12 n.s. .46
Severe difficulty with money .10 n.s. .07 n.s. .40
Severe relationship difficulty
(not partner) .59 n.s. .08 n.s. .25
Severe work difficulty .42 n.s. .08 n.s. -.21
Partner's severe work
difficulty .00 n.s. .04 n.s. .30
Severe housing difficulty .97 , n.s. .12 n.s. .46
Non severe money difficulty 5.27 .022 .22 .012 -.45
Non severe health difficulty
to participant 1.42 n.s. .12 n.s. -.26
Non severe work difficulty .64 n.s. .08 n.s. -.19
Partner's non severe work
difficulty .00 n.s. .01 n.s. .02
Non severe housing difficulty .00 n.s. .01 n.s. .02
Non severe partnership
difficulty 3.60 n.s. .19 .033 -.436
4 7 8
WOMEN WITH TRUE UNPLANNED PREGNANCIES VERSUS ALL OTHERS:
MEASURE Chisq p.
Previous pregnancy .06 n.s.
Secondary Gain 13.00 .000
Confiding (prp) 1.82 n.s.
Undependabiiity (prp) 1.56 n.s.
Emotional support (prp) 1.26 n.s.
Positive qualities of
partnership (prp) 3.84 .060
Negative qualities of
partnership (prp) 2.67 n.s.
Committment to
partnership (prp) 4.88 .027
Confiding (cur) .76 n.s.
Uhdependablllty (cur) 7.87 .005
Emotional support (cur) .61 n.s.
Positive qualities of
partnerhsip (cur) 1.86 n.s.
Negative qualities of
partnership (cur) 5.67 .017
Committment to
partnership (cur) 2.76 n.s.
Overall quality of 
partnership
Overall contraceptive 
risk taking
Antipathy to contraception
Overall fatalism
Overall security enhancing 
factors (prp)
Overall security diminishing 
factors (prp)
Overall security enhancing 
factors (cur)
Overall security diminishing 
factors (cur)
Social Isolation (prp)
Social isolation (cur)
Commitment to external 
relationships (prp)
Commitment to external 
relationships (cur)
Total nurnber of severe events
7.06
.00
.73
.06
2.61
1.82
1.5
1.6
.00
.08
.00
.04
4.57
.008
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
.032
Phi
.04
.34
.14
.13
.12
.19
.17
.21
.09
.27
.09
.14
.24
.17
.26
.01
.10
.04
.16
.14
.13
.13
.02
.06
.03
.01
.22
n.s.
.000
n.s.
n.s.
n.s.
.028
n.s.
.015
n.s.
.001
n.s.
n.s.
.007
n.s.
.003
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
.013
Gamma
.1
.76
-.33
.38
-.28
-.44
.43
-.48
-.23
.65
-.21
-.34
.60
-.38
.04
.25
.13
.38
.33
.34
.30
.09
.2
.04
.09
.59
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Nmber of severe events in
14 days before conception 3.98 .045 .23 .009 .84
Number of severe events In
30 days before conception 4.48 .034 .22 .011 .68
Number of severe events In
90 days before conception .46 n.s. .08 n.s. .24
Severe work events .00 n.s. .00 n.s. .01
Any relationship event 4.96 .026 .22 .015 .51
Severe relationship event
(not partnership) 3.76 n.s. .20 .024 .54
Severe relationship event
(Including partnership) 3.86 .049 .20 .027 .45
Severe partnership event .30 n.s. .07 n.s. .20
Partnership crisis 1.96 n.s. .14 n.s. .33
Any motherhood event .74 n.s. .10 n.s. .25
COHORTl event .65 n.s. .10 n.s. .29
High loss event 2.55 n.s. .16 n.s. .37
High danger event 2.61 n.s. .16 n.s. .38
Severe difficulty with
partnership 3.53 n.s. .20 .025 .57
Severe difficulty with money .03 n.s. .06 n.s. .30
Severe relationship difficulty
(not partner) 4.21 .04. .20 .022 .49
Severe work difficulty .67 n.s. .10 n.s. .27
Partner's severe work
difficulty .43 n.s. .10 n.s. -1
Severe housing difficulty 1.37 n.s. .13 n.s. .43
Non severe money difficulty .00 n.s. .00 n.s. .01
Non severe health difficulty
to participant .68 n.s. .09 n.s. .22
Non severe work difficulty .68 n.s. .09 n.s. -.22
Partner's non severe work
difficulty 1.27 n.s. .12 n.s. -.35
Non severe housing difficulty 1.71 n.s. .13 n.s. -.32
Non severe partnership
difficulty .04 n.s. .04 n.s. -.13
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WOMEN WITH ALL UNPLANNED PREGNANCIES VERSUS ALL OTHERS:
MEASURE Chisq p.
Previous pregnancy 3.59 n.s.
Secondary Gain 18.06 .000
Confiding (prp) 1.27 n.s.
Undependabiiity (prp) 2.00 n.s.
Emotional support (prp) .07 n.s.
Positive qualities of
partnership (prp) .5 n.s.
Negative qualities of
partnership (prp) .98 n.s.
Committment to
partnership (prp) 2.2 n.s.
Confiding (cur) .26 n.s.
Uhdependablllty (cur) 8.6 .003
Emotional support (cur) .00 n.s.
Positive qualities of
partnerhsip (cur) .00 n.s.
Negative qualities of
partnership (cur) 4.36 .036
Committment to
partnership (cur) .16 n.s.
Overall quality of 
partnership 
Overall contraceptive 
risk taking
Antipathy to contraception 
Overall fatalism
2.37
.35
3.18
.01
n.s.
n.s.
n.s.
n.s.
Overall security enhancing
factors (prp) 2.23 n.s.
Overall security diminishing
factors (prp) 2.25 n.s.
Overall security enhancing
factors (cur) 1.96 n.s.
Overall security diminishing
factors (cur) 1.97 n.s.
Social isolation (prp) .00 n.s.
Social isolation (cur) .23 n.s.
Commitment to external
relationships (prp) .15 n.s.
Commitment to external
relationships (cur) 1.31 n.s.
Total r u b e r  of severe events 4.05 .044
Number of severe events In
14 days before conception 1.55 n.s.
Phi p. Gamma
.18 .036 .39
.39 .000 .73
.11 n.s. -.24
.15 n.s. .39
.04 n.s. -.08
.08 n.s. -.18
.11 n.s. .27
.13 n.s. -.28
.06 n.s. — .13
.28 .001 .67
.02 n.s. -.04
.01 n.s. -.02
.21 .018 .54
.05 n.s. -.11
.16 n.s. .4
.05 n.s. .13
.18 .045 .4
.02 n.s. -.07
.15 n.s. -.32
.15 n.s. .31
.14 n.s. -.34
.14 n.s. .29
.00 n.s. -.01
.07 n.s. .22
.12 n.s. -.11
.05 n.s. -.25
.20 .02 .55
.16 n.s. .73
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Number of severe events in 
30 days before conception 
Number of severe events in 
90 days before conception 
Severe work events 
Any relationship event 
Severe relationship event 
(not partnership)
Severe relationship event 
(including partnership)
Severe partnership event 
Partnership crisis 
Any motherhood event 
COHORTl event
High loss event 
H i ^  danger event
Severe difficulty with 
partnership
Severe difficulty with money 
Severe relationship difficulty 
(not partner)
Severe work difficulty 
Partner's severe work 
difficulty
Severe housing difficulty
Non severe money difficulty 
Non severe health difficulty 
to participant 
Non severe work difficulty 
Partner's non severe work 
difficulty
Non severe housing difficulty 
Non severe partnership 
difficulty
3.28 n.s. .19 .029 .63
.86 n.s. .08 n.s. .21
.61 n.s. .09 n.s. .26
1.26 n.s. .12 n.s. .24
1.44 n.s. .13 n.s. .37
1.7 n.s. .13 n.s. .30
.27 n.s. .06 n.s. .17
.4 n.s. .07 n.s. .15
.00 n.s. .02 n.s. .06
.00 n.s. .02 n.s. .08
2.72 n.s. .16 n.s. .33
5.27 .02 .22 .012 .45
3.77 n.s. .20 .024 .57
.18 n.s. .07 n.s. .34
3.06 n.s. .17 .047 .40
.01 n.s. .03 n.s. -.08
.62 n.s. .11 n.s. .51
.49 n.s. .09 n.s. .29
.01 n.s. .03 n.s. -.06
1.00 n.s. .10 n.s. .22
.00 n.s. .01 n.s. -.01
2.23 n.s. .15 n.s. -.36
.09 n.s. .03 n.s. -.06
.06 n.s. .04 n.s. -.11
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WOMEN WITH PLANNED PREGNANCIES VERSUS ALL OÏÏCRS:
MEASURE Chisq p. Phi p. Gamma
Previous pregnancy 1.49 n.s. .13 n.s. .27
Secondary Gain .22 n.s. .04 n.s. -.09
Confiding (prp) 19.6 .000 .40 .000 .74
Undependabiiity (prp) 1.66 n.s. .14 n.s. -.42
Emotional sifport (prp) 7.21 .007 .25 .004 .53
Positive qualities of 
partnership (prp) 10.14 .001 .30 .000 .68
Negative qualities of 
partnership (prp) 1.14 n.s. .12 n.s. -.32
Committment to 
partnership (prp) 5.94 .014 .23 .008 .49
Confiding (cur) 18.47 .000 .39 .000 .74
Uhdependablllty (cur) 4.16 .040 .20 .020 -.67
Emotional support (cur) 8.66 .003 .28 .002 .58
Positive qualities of 
partnerhsip (cur) 10.51 .001 .30 .000 .72
Negative qualities of 
partnership (cur) 3.59 n.s. .19 .030 -.65
Committment to 
partnership (cur) 8.66 .003 .28 .002 .58
Overall quality of 
partnership 4.31 .037 .21 .020 -.61
Overall contraceptive 
risk taking .39 n.s. .07 n.s. .19
Antipathy to contraception .02 n.s. .03 n.s. -.08
Overall fatalism .10 n.s. .04 n.s. -.12
Overall security enhancing 
factors (prp) 2.41 n.s. .15 n.s. .35
Overall security diminishing 
factors (prp) 4.85 .027 .21 .017 -.43
Overall security enhancing 
factors (cur) .68 n.s. .07 n.s. .19
Overall security diminishing 
factors (cur) 1.38 n.s. .12 n.s. -.26
Social isolation (prp) .66 n.s. .09 n.s. .33
Social Isolation (cur) .12 n.s. .06 n.s. .18
Commitment to external 
relationships (prp) 2.52 n.s. .16 n.s. -.32
Commitment to external 
relationships (cur) 1.4 n.s. .12 n.s. -.25
Total number of severe events .19 n.s. .06 n.s. -.22
Number of severe events in 
14 days before conception .92 n.s. .13 n.s. -1
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Number of severe events in 
30 days before conception 
Number of severe events in 
90 days before conception 
Severe work events 
Any relationship event 
Severe relationship event 
(not partnership)
Severe relationship event 
(including partnership) 
Severe partnership event 
Partnership crisis 
Any motherhood event 
COHORTl event
.71
.00
.00
9.09
.12
.37
.02
7.19
.36
1.28
n.s.
n.s.
n.s.
.003
n.s.
n.s.
n.s.
.007
n.s.
n.s.
.07
.02
.02
.28
.03
.07
.03
.25
.07
.12
n.s.
n.s.
n.s.
.001
n.s.
n.s.
n.s.
.004
n.s.
n.s.
.33
.06
-.05
-.54
-.10
-.17
-.09
-.51
— .18
-.39
High loss event 
High danger event
1.7
.00
n.s.
n.s.
.13
.01
n.s.
n.s.
.28
.03
Severe difficulty with . 
partnership
Severe difficulty with money 
Severe relationship difficulty 
(not partner)
Severe work difficulty 
Partner's severe work 
difficulty
Severe housing difficulty
.43
.00
.56
.07
.06
.00
n.s,
n.s.
n.s.
n.s.
n.s.
n.s.
.08
.01
.09
.05
.06
.02
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
.31
.04
.23
.21
.38
.08
Non severe money difficulty 
Non severe health difficulty 
to participant
Non severe work difficulty 
Partner's non severe work 
difficulty
Non severe housing difficulty 
Non severe partnership 
difficulty
3.71
5.44
.49
2.5
.06
1.8
n.s.
.020
n.s.
n.s.
n.s.
n.s.
.19
.22
.07
.16
.04
.14
.034
.012
n.s.
n.s.
n.s.
n.s.
-.40
-.45
-.16
.34
.08
-.38
4 8 4
WOMEN WITH ALL UNPLANNED PREGNANCIES VERSUS WOMEN WITH PLANNED PREGNANCIES:
MEASURE Chisq p. Phi p. Gamma
Previous pregnancy .03 n.s. .04 n.s. .08
Secondary Gain 7.67 .005 .32 .002 .61
Confiding (prp) 10.55 .001 .37 .000 -.67
Undependabiiity (prp) 2.4 n.s. .20 n.s. .51
Emotional siDport (prp) 3.05 n.s. .21 .048 -.43
Positive qualities of 
partnership (prp) 5.79 .016 .28 .007 -.62
Negative qualities of 
partnership (prp) 1.4 n.s. .16 n.s. .38
Committment to 
partnership (prp) 4.7 .029 .26 .016 -.51
Confiding (cur) 8.25 .004 .33 .002 -.63
Uhdependablllty (cur) 7.37 .006 .32 .003 .78
Emotional support (cur) 3.14 n.s. .21 .045 -.45
Positive qualities of 
partnerhsip (cur) 4.14 .040 .25 .020 -.60
Negative qualities of 
partnership (cur) 5.1 .024 .27 .010 .73
Committment to 
partnership (cur) 3.9 .046 .24 .026. -.48
Overall quality of 
partnership 4.55 .033 .26 .015 -.66
Overall contraceptive 
risk taking .00 n.s. .01 n.s. .03
Antipathy to contraception 1.16 n.s. .14 n.s. .30
Overall fatalism .00 n.s. .01 n.s. .03
Overall security enhancing 
factors (prp) 3.05 n.s. .21 .048 -.43
Overall security diminishing 
factors (prp) 4.5 .034 .25 .019 .47
Overall security enhancing 
factors (cur) 1.25 n.s. .15 n.s. -.33
Overall security diminishing 
factors (cur) 2.2 n.s. .18 n.s. .35
Social isolation (prp) .06 n.s. .06 n.s. -.20
Social isolation (cur) .00 n.s. .01 n.s. .02
Commitment to external 
relationships (prp) .19 n.s. .07 n.s. .14
Commitment to external 
relationships (cur) .00 n.s. .00 n.s. .00
Total number of severe events 1.66 n.s. .17 n.s. .46
Number of severe events in 
14 days before conception 1.48 n.s. .19 n.s. 1
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Number of severe events in
30 days before conception 
Number of severe events In
1.39 n.s. .16 n.s. .55
90 days before conception .01 n.s. .04 n.s. .09
Severe work events .15 n.s. .07 n.s. .20
Any relationship event
Severe relationship event
5.48 .019 .27 .010 .51
(not partnership)
Severe relationship event
.47 n.s. .10 n.s. .29
(Including partnership) 1.92 n.s. .17 n.s. .40
Severe partnership event .14 n.s. .06 n.s. .17
Partnership crisis 3.71 n.s. .23 .032 .45
Any motherhood event .40 n.s. .06 n.s. .16
COHORTl event .53 n.s. .11 n.s. .33
High loss event 2.88 n.s. .20 n.s. .39
High danger event 
Severe difficulty with
1.6 n.s. .16 n.s. .32
partnership 1.87 n.s. .18 n.s. .52
Severe difficulty with money 
Severe relationship difficulty
.00 n.s. .05 n.s. .23
(not partner) .00 n.s. .01 n.s. -.02
Severe work difficulty 
Partner's severe work
.00 n.s. .01 n.s. .02
difficulty .31 n.s. .11 n.s. .54
Severe housing difficulty .01 n.s. .04 n.s. .13
Non severe money difficulty 
Non severe health difficulty
.70 n.s. .11 n.s. .24
to participant 3.64 n.s. .23 .034 .43
Non severe work difficulty 
Partner's non severe work
.05 n.s. .04 n.s. .10
difficulty 3.08 n.s. .21 .046 -.45
Non severe housing difficulty 
Non severe partnership
.04 n.s. .04 n.s. -.09
difficulty .15 n.s. .07 n.s. -.20
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WOMEN WITH LOW FERTILITY VERSUS THE COMPARISON 
MEASURE
GROUP:
Chlsq p. Phi p. Gamma
Previous pregnancy .82 n.s. .10 n.s. .27
Secondary Gain .00 n.s. .01 n.s. -.04
Confiding (prp) .52 n.s. .08 n.s. .23
Undependablllty (prp) .00 n.s. .02 n.s. -.06
Emotional support (prp) .11 n.s. .05 n.s. .15
Positive qualities of
partnership (prp) 2.04 n.s. .15 n.s. .49
Negative qualities of
partnership (prp) .93 n.s. .11 n.s. -.45
Committment to
partnership (prp) 1.37 n.s. .13 n.s. .37
Dependency on
partnership (prp) 2.80 n.s. .17 n.s .43
Confiding (cur) .16 n.s. .06 n.s. .16
undependablllty (cur) .09 n.s. .06 n.s. -.25
Emotional support (cur) .07 n.s. .05 n.s. .13
Positive qualities of
partnerhsip (cur) 3.01 n.s. .18 .045 .62
Negative qualities of
partnership (cur) 2.59 n.s. .17 .049 -1
Committment to
partnership (cur) 1.55 n.s. .13 n.s. .38
Dependency on
partnership (cur) .90 n.s. .11 n.s. .27
Overall quality of
partnership .49 n.s. .09 n.s. -.37
Overall contraceptive
risk taking 18.42 .000 .40 .000 .80
Antipathy to contraception 1.8 n.s. .14 n.s. .38
Overall fatalism .01 n.s. .04 n.s. .10
Overall security enhancing
factors (prp) .01 n.s. .03 n.s. .09
Overall security diminishing
factors (prp) .05 n.s. .04 n.s. -.12
Overall security enhancing
factors (cur) .27 n.s. .07 n.s. -.21
Overall security diminishing
factors (cur) .00 n.s. .01 n.s. .03
Social Isolation (prp) 4.29 .038 .22 .013 .63
Social Isolation (cur) 2.83 n.s. .18 .039 .55
Commitment to external
relationships (prp) 2.08 n.s. .13 n.s. -.33
Commitment to external
relationships (cur) 1.42 n.s. .15 n.s. -.38
4 8 7
Total number of severe events 
Number of severe events In 
14 days before conception 
Number of severe events In 
30 days before conception 
Number of severe events In 
90 days before conception 
Severe work events 
Any relationship event 
Severe relationship event 
(not partnership)
Severe relationship event 
(Including partnership)
Severe partnership event 
Partnership crisis 
Any motherhood event 
COHORTl event
High loss event 
High danger event
Severe difficulty with 
partnership
Severe difficulty with money 
Severe relationship difficulty 
(not partner)
Severe work difficulty 
Partner's severe work 
difficulty
Severe housing difficulty
Non severe money difficulty 
Non severe health difficulty 
to participant 
Non severe work difficulty 
Partner's non severe work 
difficulty
Non severe housing difficulty
Non severe partnership 
difficulty
.00
.05
.00
.11
.14
3.65
1.83
.00
.00
1.67
.00
.17
1.30
.82
.25
2.92
.00
.20
.16
.25
3.28
1.62
1.85
.00
4.27
.29
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
.038
n.s.
.03
.07
.04
.06
.06
.19
.15
.03
.01
.14
.00
.06
.12
.10
.08
.20
.01
.07
.09
.07
.18
.13
.14
.00
.20
.07
n.s.
n.s.
n.s.
n.s.
n.s.
.030
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
.023
n.s.
n.s.
n.s.
n.s.
.039
n.s.
n.s.
n.s.
.021
n.s.
.14
-1
.24
.18
.22
.48
.46
.09
.02
.37
.01
.28
.34
.27
-.43
.71
-.05
.21
-.10
-.43
-.52
— .36
-.36
.01
.52
-.27
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APPENDIX H : ADDITIONAL TABLES REFERRED TO IN THE TEXT
This appendix contains the additional tables referred to in the 
text.
TABLES FOR MEASURES OF EVENTS & DIFFICULTIES
TABLE H I . Pregnancy status by the presence of at least one 
severe work related event:
P r e g n a n c y  
S t a t u s
( n o n  p r e g )
1 , 2 , 3
( p l a n n e d )
4 , 5
( s e m i -
p l a n n e d )6
( t r u e -
v m p l a n n e d )
P r e s e n c e / a b s e n c e  
o f  e v e n t s
9 0%
(36)
87%
(39)
73%
(11)
86%
(24)
io%
(4)
13%(6)
27%
(4)
14%
(4)
3 1 %
(40)
3 5 %
(45)
12%
(15)
22%
(28)
ioo%
(128)
TABLE H 2 . Pregnancy status by presence or absence of severe 
housing difficulties:
P r e g n a n c y
S t a t u s
( n o n  p r e g )
1 , 2 , 3
( p l a n n e d )
4 , 5
( s e m i ­
p l a n n e d )6
( t r u e -
u n p l a n n e d )
P r e s e n c e / a b s e n c e  
o f  d i f f i c u l t y
95%
(38)
89%
(40)
93%
(14)
82%
(23)
5%(2)
11%
(5)
7%
(1)
18%
(5)
3 1 %
(40)
3 5 %
(45)
12%
(15)
22%
(28)
ioo%
(128)
TABLE H 3 . Pregnancy status by presence or absence of severe work 
difficulties:
P r e g n a n c y  
S t a t u s
( n o n  p r e g )
1 , 2 , 3
( p l a n n e d )
4 , 5
( s e m i ­
p l a n n e d )6
( t r u e -
u n p l a n n e d )
P r e s e n c e / a b s e n c e  
o f  d i f f i c u l t y
7 7 . 5 %
(31)
84%
(38)
ioo%
(15)
75%(21)
2 2 . 5 %
(9)
16%
(7)
2 5%
(V)
3 1 %
(40)
3 5 %
(45)
12%
(15)
22%
(28)
ioo%
(128)
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NON SEVERE D IFF IC U LTIE S
TABLE H 4. P re g n a n cy  s ta t u s  b y  p re s e n c e  o r  absence  o f  non s e v e re
h o u s in g  d i f f i c u l t i e s :
P r e g n a n c y
S t a t u s
( n o n  p r e g )
1 , 2 , 3  
(p l a n n e d )
4 , 5
( s e m i ­
p l a n n e d )6
( t r u e -
u n p l a n n e d )
P r e s e n c e / a b s e n c e  
of  d i f f i c u l t y
5 2 . 5 %
(21)
4 9 %
(22)
33%
(5)
64%
(18)
4 7 . 5 %
(19)
51%
(23)
66%
(lO)
36%
(lO)
3 1 %
(40)
3 5 %
(45)
12%
(15)
22%
(28)
ioo%
(128)
TABLE H 5 . Pregnancy status by presence or absence of a non 
severe money difficulty:
P r e g n a n c y
S t a t u s
( n o n  p r e g )
1 , 2 , 3
( p l a n n e d )
4 , 5  
(s e m i ­
p l a n n e d )  6
(t r u e -  
u n p l a n n e d )
P r e s e n c e / a b s e n c e  
o f  d i f f i c u l t y
o| 1
( 4 5 %  1 55% 3 1 %
1 I (22) (40)1 7 3 % 27% 3 5 %
I (33) 1 (12) (45)
67% 33% 1 2 %
1 (lO) I (5) (15)
I 51% 1 39% 2 2 %
I (17) 1 (11) (28)
100%
(128)
TABLE H5a. Pregnancy status by presence or absence of a non 
severe money difficulty:
P r e g n a n c y
S t a t u s
P e a r s o n  C h i s q  
d f  = 1
p  < .02
P r e s e n c e / a b s e n c e  
o f  d i f f i c u l t y
O 1
O 45% 55% 3 1 %
(18) (22) (40)
1 , 2 , 3 , 6 8 % 32% 6 9 %
4 , 5 , 6 (60) (28) (88)
ioo%
(128)
TABLE H 6 . Pregnancy status by presence or absence of a non 
severe health difficulty to the participant herself:
P r e g n a n c y
S t a t u s
( n o n  p r e g )
1 , 2 , 3
( p l a n n e d )
4 , 5
( s e m i ­
p l a n n e d )
6
(t r u e -  
u n p l a n n e d  )
P r e s e n c e / a b s e n c e  
o f  d i f f i c u l t y
4 2 . 5 %
(17)
67%
(30)
47%
(7)
43%
(12)
5 7 . 5 %
(23)
33%
(15)
53%
(8)
57%
(16)
3 1 %
(40)
35%
(45)
12%
(15)
22%
(28)
ioo%
(128)
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TABLE H6a. P re g n a n cy  s ta t u s  b y  p re s e n c e  o r  absence  o f  a non
s e v e re  h e a l t h  d i f f i c u l t y  t o  th e  p a r t i c i p a n t :
P r e g n a n c y
S t a t u s
P e a r s o n  C h i s g  = 5 . 4  
d f  = 1 
p <  .02
P r e s e n c e / a b s e n c e  
o f  d i f f i c u l t y
o 1
0 , 4 , 5 , 6  1 43% 57% 6 5 %
I (36) (47) (83)
1 , 2 , 3  1 6 7 % 33% 3 5 %
j (30) (15) (45)
100%
(128)
CURRENT SECURITY MEASURES
TABLE H7 . Pregnancy status by total current security enhancing 
factors of life:
P r e g n a n c y  
s t a t u s
( n o n - p r e g )
1 , 2 , 3
( p l a n n e d )
4 , 5
( s e m i ­
p l a n n e d )6
(t r u e -  
u n p l a n n e d )
L e v e l  o f  e n h a n c i n g  f a c t o r s
35%
(14)
40%
(18)
27%
(4)
14%
(4)
4 7 . 5 %
(19)
42%
(19)
46%
(7)
54%
(15)
1 7 . 5 % I 
(7)
1 8 %  I 
(9) I
2 7 %  I 
(4)
2 9 %(8)
4%
(1)
31%
(40)
3 5 %
(45)
12%
(15)
22%
(28)
i o o %
(128)
TABLE H 8 . Pregnancy status by total current security diminishing 
factors of life:
P r e g n a n c y  
S t a t u s
( n o n - p r e g )
1 , 2 , 3
( p l a n n e d )
4 , 5
( s e m i ­
p l a n n e d )6
(t r u e -  
u n p l a n n e d )
L e v e l  o f  d i m i n i s h i n g  f a c t o r s
7 . 5 %
(4)
4%(2)
2 7 %
(4)
1 8 %
(5)
3 2 . 5 %
(13)
30 %
(13)
20%
(3)
3 6 %
(lO)-
5 0 %(20)
5 5 %
(25)
4 0 %(6)
4 2 %(12)
io %
(4)
11%
(5)
1 3 %(2)
4%
(1)
31%
(40)
3 5 %
(45)
12%
(15)
22%
(28)
i o o %
(128)
TABLES FOR MEASURES RELATING TO SELF ESTEEM AT INTERVIEW
TABLE H9. Pregnancy status by current self acceptance
P r e g n a n c y
S t a t u s
L e v e l  o f  s e l f  a c c e p t a n c e
( n o n  p r e g )
1 , 2 , 3
( p l a n n e d )
4 , 5
( s e m i ­
p l a n n e d )
(t r u e -  
u n p l a n n e d )
1 2 . 5 %
(5)
1 8 %(8)
2 7 %
(4)
14 %
(4)
6 7 . 5 %
(27)
69%
(31)
53%(8)
54%
(15)
20%(8)
13 %
(6)
20%
(3)
3 2 %
(9)
31%
(40)
35%
(45)
12%
(15)
22%
(28)
i o o %
(128)
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TABLE H IO . P re g n a n cy  s ta tu s  b y  c u r r e n t  p o s i t i v e  s e l f  d e f i n i t i o n :
P r e g n a n c y  
S t a t u s
( n o n  p r e g )
1 , 2 , 3
( p l a n n e d )
4 , 5  
(s e m i ­
p l a n n e d )
6
(t r u e -  
u n p l a n n e d )
L e v e l  o f  p o s i t i v e  
s e l f  d e f i n i t i o n
1 7 . 5 %
(7)
9%
(4)
2 7 %
(4)
4%
(1)
6 2 . 5 %
(25)
62%
(28)
47%
(7)
70%
(19)
20%
(8 )
2 7 %  j 
(12)
20% I 
(3)
2 9 %  I
( 8 )  i
2%
(1)
7%
(1)
31%
(40)
3 5%
(45)
12%
(15)
22%
(28)
ioo%
(128)
TABLE Hll. Pregnancy status by current negative self definition:
P r e g n a n c y  
S t a t u s
( n o n  p r e g )
1 , 2 , 3
( p l a n n e d )
4 , 5
( s e m i ­
p l a n n e d )
6
( t r u e -
u n p l a n n e d )
L e v e l  o f  n e g a t i v e  
s e l f  d e f i n i t i o n
1 5 %  I 
(6)
1 3 %  1 
(6)
1 3%
(2)
21% I 
(6)
80%
(32)
67%
(30)
54%
(8)
68%
(19)
5%
(2)
20% 
(9) I
3 3 %  I 
(S)
11% I 
(3)1
3 1 %
(40)
3 5%
(45)
12%
(15)
22%
(28)
ioo%
(128)
TABLE H12. Negative evaluation of self by secondary gain for the 
different pregnancy status groups:
C o m p a r i s o n
G r o u p
S e c o n d a r y  g a i n  
N O  I Y E S
8 1 . 5 % I 
(22)
1 8 . 5 % I 
(5)
5 4 %  I 
(7)
4 6 %
( 6 )  f
P e a r s o n  C h i s g  
d f  = 1
p  n.s.
S e m i - p l a n n e d  
P r e g n a n c y  G r o u p
S e c o n d a r y  g a i n
N O Y E S  1
N O 2 2 % 7 8 %
(2) (7)
Y E S  I 4 0 % 60%
1
(2) (3)|
P e a r s o n  C h i s g  
d f  = 1
P l a n n e d
P r e g n a n c y  G r o u p  
S e c o n d a r y  g a i n
N O Y E S
N O ( 5 1 . 5 % 4 8 . 5 %
1 (17) (16)
Y E S 3 6 % 6 4%
I (5) (9)
P e a r s o n  C h i s g  = 
d f  = 1 
p  n . s .
U n p l a n n e d  
P r e g n a n c y  G r o u p
S e c o n d a r y  g a i n
N O  I Y E S
2 9 %  I 
(4)
7 1 %  1 
(lO)
i o o %  j 
(13)
P e a r s o n  C h i s g  
d f  •= 1
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TABLES FOR CURRENT MEASURES OF PARTNERSHIP
TABLE HI3. Pregnancy status by level of current confiding in partner
P r e g n a n c y
S t a t u s
( n o n  p r e g )
1 , 2 , 3
( p l a n n e d )
4 , 5  
( s e m i ­
p l a n n e d  ) 
6
( t r u e -
u n p l a n n e d )
L e v e l
1
o f  c o n f i d i n g
29%
(7)
4 0%
(18)
47%
(7)
1 8%
1 9 . 2
21%
(5)
42%
(19)
1 3 %
(2)
30%
2 6 . 9
3 7 . 5 %
(9)
1 3 %
(6)
3 3 %
<5)
2 6 %
2 6 . 9
1 2 . 5 % I 
(3)1
5% I 
(2)
7%
(1)
2 6 %
2 6 . 9
22%
(24)
4 0 %
(45)
14 %
(15)
2 4 %
(27)
(111)
TABLE H13a. Pregnancy status by level of current confiding in partner
P r e g n a n c y
S t a t u s
1 H i g h L o w  1
0 , 4 , 5 , 6 5 1 % 4 9%
(34) (32) I
1 , 2 , 3 82% 18%
(37) (8) j
P e a r s o n  C h i s g  = 1 0 . 9 5  
d f  = 1
p  < .002
6 0 %
(66)
4 0 %
(45)
ioo%
(111)
TABLE H14. Pregnancy status by perceived level of current emotional 
support from the partner:
P r e g n a n c y  
S t a t u s
( n o n  p r e g )
1 , 2 , 3
( p l a n n e d )
4 , 5
( s e m i ­
p l a n n e d )
6
( t r u e -
u n p l a n n e d )
L e v e l  o f  e m o t i o n a l  s u p p o r t
8%
(2)
13%
(6)
7%
(1)
8%
(2)
6 3%
(15)
67%
(30)
67%
(lO)
4 8%
(13)
2 5 %  I 
(6)
1 6 %
(7)
20% I 
(3)
22%
(6)
4%
(1)
4%
(2)
7%
(1)
22%
(6)
22%
(24)
4 0 %
(45)
1 4 %
(15)
2 4 %
(27)
ioo%
(111)
TABLE Hl4a. Pregnancy status by perceived level of current emotional 
support from the partner:
P r e g n a n c y
S t a t u s
P e a r s o n  C h i s g  
d f  = 1 
p  < .02
L e v e l Of
s u p p o r t i v e n e s s
H i g h
0 , 1 , 2 , 3 95% 5% 7 6 %
4 , 5 (80) (4) (84)
6 78% 22% 2 4 %
(21) (6) (27)
ioo%
(111)
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TABLE H 15. P re g n a n cy  s ta t u s  by  c u r r e n t  l e v e l  o f  p o s i t i v e  g u a l i t i e s  o f
p a r t n e r s h ip :
P r e g n a n c y  
S t a t u s
( n o n  p r e g )
1 , 2 , 3
( p l a n n e d )
4 , 5  
( s e m i -  
p l a n n e d  ) 6
(t r u e -  
u n p l a n n e d  )
L e v e l  o f  p o s i t i v e  q u a l i t i e s
3 7 . 5 %
(9)
31%
(14)
4 0%
(6)
26%
(7)
50%
(12)
6 0%
(27)
53%
(8)
37%
(lO)
1 2 . 5 %
(3)
7%
(3)
7%
(1)
30%
(8)
2%
(1)
7%
(2)
22%
(24)
40%
(45)
14%
(15)
24%
(27)
ioo%
(111)
TABLE H16. Pregnancy status by current level of negative qualities of 
partnership:
P r e g n a n c y
S t a t u s
( n o n  p r e g )
1 , 2 , 3
( p l a n n e d )
4 , 5  
(s e m i ­
p l a n n e d )  
6
( t r u e -
u n p l a n n e d )
L e v e l  o f  n e g a t i v e  g u a l i t i e s
4%
(1)
21%
(5)
4%
(2)
1 3 %
(2)
26%
(7)
4 2 %
(lO)
6 0 %
(27)
6 7 %
(lO)
3 3 %
(9)
37%
(9)
36%
(16)
20%
(3)
37%
(lO)
22%
(24)
4 0 %
(45)
14%
(15)
24%
(27)
ioo%
(111)
TABLE H15a. Pregnancy status by current level of positive qualities of 
partnership:
P r e g n a n c y
S t a t u s
P e a r s o n  C h i s g  
d f  = 1
p <  .002
L e v e l  o f  p o s i t i v e  
g u a l i t i e s
H i g h L o w
0 , 1 , 2 , 3 90% io% 7 6 %
4 , 5 (76) (8) (84)
6 63% 37% 2 4 %
(17) (lO) (27)
ioo%
(111)
TABLE H16a. Pregnancy status by current level of negative qualities of 
partnership:
P r e g n a n c y
S t a t u s
P e a r s o n  C h i s g  
d f  = 1 
p <  .04
L e v e l  o f  n e g a t i v e  
g u a l i t i e s
H i g h L o w
0 , 1 , 2 , 3 1 1 % 90% 7 6 %
4 , 5 (9) (75) (84)
6 30% 70% 2 4 %
(8) (19) (27)
ioo%
(111)
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TABLE H I7 .
p a r t n e r s h ip :
P re g n a n cy  s ta tu s  b y  l e v e l  o f  c u r r e n t  com m itm en t t o
P r e g n a n c y
S t a t u s
( n o n  p r e g )
1 , 2 , 3
( p l a n n e d )
4 , 5  
(s e m i ­
p l a n n e d )
6
(t r u e -  
u n p l a n n e d )
L e v e l  o f  c o m m i t m e n t
11 2 3| 4 1
25% 50% 2 1 %  1 4% I 2 2 %
(6) (12) (5) 1 (1)| (28)
2 2% 58% 1 8 %  I 2% I 40%
(lo) 1 (26) (8) I (1) (45)
27% 53% 2 0 %  1 1 14%
(4) (8) (3) j 1 (15)
1 9 % 30% 4 4 %  I 7%| 2 4 %
(5) 1 (8) (12) 1 (2)1 (27)
100%
(111)
TABLE HI 7a. 
partnership:
Pregnancy status by level of current commitment to
P r e g n a n c y
S t a t u s
L e v e l  o f  
c o m m i t m e n t
H i g h L o w
0 , 1 , 2 , 3 7 9 % 2 1 % 7 6 %
4 , 5 (66) (18) (84)
6 4 8 % 5 2% 2 4 %
(13) (14) (27)
P e a r s o n  C h i s g  = 7 . 8  
d f  = 1 
p <  .005
ioo%
(111)
TABLE HIS. Pregnancy status by level of commitment to partnerships in 
general prior to pregnancy:
P r e g n a n c y  
S t a t u s
( n o n  p r e g )
1 , 2 , 3
( p l a n n e d )
4 , 5
( s e m i ­
p l a n n e d )
6
(t r u e -  
u n p l a n n e d  )
L e v e l  o f  c o m m i t m e n t
1 2 . 5 %
(5)
4%
(1)
25%
(lO)
3 1 %
(14)
20%
(3)
2 5 %
(7)
5 0 %
(20)
36 %
(16)
5 3 %
(8)
3 2 %
(9)
1 2 . 5 %
(5)
3 3 %
(15)
27%
(4)
39%
(11)
31%
(40)
3 5 %
(45)
12%
(15)
22%
(28)
ioo%
(128)
TABLE H19. Pregnancy status by level of current commitment to 
partnerships in general:
P r e g n a n c y
S t a t u s
( n o n  p r e g )
1 , 2 , 3
( p l a n n e d )
4 , 5
( s e m i ­
p l a n n e d )
6
( t r u e -
u n p l a n n e d )
L e v e l  o f  c o m m i t m e n t
io%
(4)
4%
(1)
2 7 . 5 %
(11)
31%
(14)
20%
(3)
21%
(6)
5 0 %
(20)
3 6 %
(16)
5 3 %
(8)
3 6 %
(lO)
1 2 . 5 %
(5)
3 3%
(15)
27%
(4)
3 9%
(11)
31%
(40)
35%
(45)
12%
(15)
22%
(28)
ioo%
(128)
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APPENDIX I: FULL TABLE FOR PREGNANCY STATUS DIVIDED BY AGE BY OVERALL 
NUMBER OF SEVERE EVENTS
This appendix contains the full table for the number of severe events 
by younger and older age groups which is given in part in the text (see 
section 10.1).
TABLE II. Pregnancy status by the number of severe events undergone and 
with pregnancy status divided into younger and older age groups.
N u m b e r  o f  s e v e r e  e v e n t s
o 1 - 2  j 3 +
S t a t u s  & n o n  p r e g 6 0% 35% 5% 1 6 %
a g e  1 6 — 2 5 (12) (7) (1) (20)
n o n  p r e g 60% 35% 5% 1 6 %
2 6 - 3 8 (12) (7) (1) (20)
p l a n n e d 45% 4 0 %  1 15 % 1 6 %
1 6 - 2 5 (9) (8) (3) (20)
p l a n n e d 60% 3 6 %  1 4% 19%
2 5 - 3 8 (15) (9) (1) (25)
s e m i - p l a n n e d 1 0 D % 2%
1 6 - 2 5 (3) (3)
s e m i - p l a n n e d 33% 5 0 %  1 1 7 % 9%
2 6 - 3 8 (4) (6) (2) (12)
t r u e  u n p l a n n e d 39% 28% 33% 14%
1 6 - 2 5 (7) (5) (6) (18)
t r u e  u n p l a n n e d 70 % 2 0 %  J io% 8%
2 6 - 3 8 (7) (2) ! (1) (lO)
100%
(128)
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